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... specify Bufferin® and curb 
salicylate intolerance 


BUFFERIN effectively relieves pain and dis- 
comfort due to headache, colds and muscle- 
joint strains and gives temporary relief of 
minor arthritic pains. Swift-acting BUFFERIN 
is detectable in the plasma 60 seconds after 
ingestion,! absorption being expedited by its 
antacid components.2 

BUFFERIN is superior to plain aspirin in 


that it avoids gastric intolerance; it is “‘. . . the 
drug of choice where prolonged, high salicyl- 
ate levels are indicated.’’3 

Gastric distress due to aspirin used alone 
has been reported consistently.4-10 BUFFERIN 
greatly reduces the incidence of aspirin in- 
tolerance, “‘. . . is 4 to 5 times better tolerated 
than ordinary aspirin.’’3 


1 Harrisson,J.W.E.; Packman, E.W., 
and Abbott, D.D.: J. Am. Pharm. 
Assn. (Scient. Ed.) 48:50-56 (Jan.) 
1959. 

2 Paul, W.D.; Dryer, R.L., and 
Routh, J.L.: J. Am. Pharm. Assn. 
(Scient. Ed.) 39:21 (Jan.) 1950. 


3 Tebrock, H.E.: Ind. Med. & Surg. 
20:480-482, 1951. 

4 Muir, A., and Cossar, I.A.: Brit. 
M.J. 2:7-12 (July 2) 1955. 

5 Waterson, A.P.: Brit. M.J. 2:1531 
(Dec. 24) 1955. 

6 Brown, R.K., and Mitchell, N.: 
Gastroenterology 31:198-203 
(Aug.) 1956, 


7 Kelly, J.J., Jr.: Am. J. Med. Sci. 
232:119-128 (Aug.) 1956. 

8 Brick, 1I.B.: J. Am. Med. Assn. 163: 
1217-1219 (Apr. 6) 1957. 

9 Trimble, G.X.: Correspondence, 
J. Am. Med. Assn. 164:323-324 
(May 18) 1957. 

10 Lange, H.F.: Gastroenterology 33: 
770-777 and 778-788 (Nov.) 1957. 


For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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probably the easiest-to-use x-ray table in its field 


the simplest cutomeat xeray control over devised 


SPINE HEAD | EXTREMITIES | Gastro-Intests 
know why? look... 


1 On this board you select the Rodyport you want fo x-ray 
2 Set its measured thickness | , 
3 Press the exposure button housed in this 


That's all there is to it. No time, KV, or MA adjusting to do. — 


No charts to check, no calculations to make. = cabinet 


ae as canny an x-ray investment as you can make 


Modest cost 

Excellent value 

Prestige ‘“‘look’’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 
And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 
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The cervicothoracic area. Some clinical and practical 
considerations. Angus G. Cathie, D.O., Philadelphia 
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E. Clybourne, D.O., F.A.C.O.S., Columbus, Ohio 
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INFORMATION FOR CONTRIBUTORS 


Tue JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the of- 
ficial scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JouRNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for fig- 
ures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each ref- 
erence must include the name of the author and the full title of the 
article or book. For periodicals, the name, volume number, complete 
date, and inclusive paging of the article are required. For books, the 
edition, the name and location of the publisher, and the year of publi- 
cation are required. Exact page numbers must be given for all direct 
quotations. 


3. The author’s degrees and teaching affiliations should be given. 
4. The article should end with a comprehensi ys 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figure charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering must be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, but 
direct-contact glossy prints from originals are preferable. 
4. All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether or 
not permission has been obtained, and credit to be given. 


Copies of the Journal 
1. Three copies of THE JouRNAL containing his article will be sent to 
the author on request. 

Reprints 
1. Information for ordering reprints is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Pioneer Publishing Company, Publication Office, 100 S. Kenilworth Ave. he 
Oak Park, Ill. Editorial and Executive Offices, 212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. A for 
at special rate of postage provided for in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Entered at Oak Park, ‘Ih, Post Office as 


second class matter April 1, 1926, under the Act of March 3, 1879. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, clip 
address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks for 


change-over. 
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Tri lafon for the anxiety in 


the person overwhelmed by family 
illness...selective anxiety relief with 


minimal drowsiness or dulling 
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ARTHRITIS 
ARTHROPAN 


| LIQUID 


THERAPEUTIC DOSAGES 
FOR MAXIMUM 
CLINICAL BENEFITS 


New ‘ARTHROPAN’ LIQUID provides the newly synthesized Choline Salicylate, the potent anti- 
inflammatory/analgesic agent of unexcelled effectiveness, safety and tolerance—assuring 
maximum therapeutic dosage and maximum clinical benefits. The use of ‘ARTHROPAN’ alone 
will usually give optimal results, even in patients previously on steroids or phenylbutazone, or 
in patients who cannot tolerate therapeutic dosages of ordinary salicylates. Concomitant 
administration of ‘ARTHROPAN’ with the other agents may be desirable, since this frequently 
will permit reduced dosages of the more hazardous agents. Comprehensive clinical and 
research experience | distinguish and document ‘ARTHROPAN’ as the preferred agent in the 


treatment of arthritis...Supplied in a cherry-flavored liquid of unusual palatability, 16 ounce 
and 8 ounce bottles. 


BIBLIOGRAPHY: 1. £ 


holine Salicylate as a Rapidly 
1 ste with Acetylsalicylic Ac 


NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 
© Copyright 1960, The Purdue Frederick Compeny 


oh) - Ko! R. 3 Stud with Choline Salicylate,’’ Federation Pr 18:17 (Mar.) 1959. 2. Wolf, J., Aboody, R.: 
“St the Rat fA t tk t t Acid Federation Proc. 18:6 Mar.) 1959. 3. Scully, F. J Ch ne Salicylate: An Effective, 
W T rat for Tr t M 960. 4. Broh-Kat R. H AM Rapidly Absorbed, Apparently Better Toferated 
N it F r and Rt tif Exhibit. Interstate taraduat 
AA 59. 7. CG. M A f T n, J. K j Boker, W A Pr wy 
t tt t f M 8 ke Vi Pr ry kt rvatior rning the > of Cl Salicylate in 
Arthrit Am. f T t Kat R. H I nlicylat A New, Effectiv nd W Tolerated Analgesic, Anti- 
‘ y t Agent r rf F Med 10. \ f A R Ct ne Salicylat A New and M Rapidly A rbed Drug for 
fed tin ores Nevir evations en the of o New Liauid Salicylat Arthritis,”’ 


after a myocardial infarction 
and throughout the course 
of postcoronary convalescence... 


Peritrate helps establish and 
sustain collateral circulation 


1. improves coronary blood flow with no significant drop in 
blood pressure or increase in pulse rate 


2. helps support natural healing and repair 
Z. helps reduce myocardial damage 


4, smooth onset of action minimizes nitrate headache 


basic therapy in coronary artery disease 


Peritrate’ 20 mg. 


brand of pentaerythritol tetranitrate 


the selective, long-acting coronary vasodilator 


compensatory 
collateral 4 
circulation 
develops around 
damaged 


myocardium 
MORRIS PLAINS, NJ. is 
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MONTH AFTER MONTH, ULCER PATIENTS SAV... 


® 
TABLETS 
dose” 


UNIQUE ANTACID WITH MILK-LIKE ACTION 
2 TITRALAC is being widely prescribed in peptic 


Se ulcer, gastric hyperacidity, and in heartburn of 


pregnancy because of these outstanding features: 
creamy, mint flavor ...no chalky taste 
e acts in seconds...lasts for hours 
non-constipating...no acid rebound 


TITRALAC is effective in ,cip NEUTRALIZING POWER 


-aoO—~A small doses. One teaspoon- only 1 teaspoonful 
ful TITRALAC Liquid approxi- 
a, mates 2 tablets which « = 
— contain 0.36 Gm. glycine and 2 tablets 
= 0.84 Gm. calcium carbonate. 
ALSO WITH A SPASMOLYTIC... 


(Titralac formula + 0.5 mg. 
homatropine methylbromide) 


Schenfabs, 


SCHEWLABS PHARMACEUTICALS, INC 
New 1, N.Y. 


Manutacturers of NEUTRAPEN® 
for penicillin reactions 


NEW 


a logical combination of Dexedrine" (brand of dextro amphetamine) and 


ESKATROL’ SPANSULE’ 


brand of dextro amphetamine and prochlorperazine brand of sustained release capsules 


Compazine® (brand of prochlorperazine) that 


1. curbs the appetite 
2. relieves the underlying psychic stress 


‘3. imparts a sense of well-being throughout the day— 


SMITH 
KLINE & 
FRENCH 
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with a negligible incidence of restlessness and insomnia 


Dosage: One capsule in the morning. *Trademark 
Prescription Size: Bottles of 30 capsules. 
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relieves both stiffness and pain with safety... sustained effect 


NOTABLE SAFETY—unusually low toxicity; no known contraindications; 
side effects are rare; drowsiness may occur, usually at higher dosage. 


RAPID ACTION—starts to act quickly. 
SUSTAINED EFFECT—relief lasts up to 6 hours. 
EASY TO USE— usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime. 


M, Supplied 
as white, coated, 350 mg. 
tablets, bottles of 50. Also 
available for pediatric use: 


(carisoprodol Wallace) 


® 
WW) WALLACE LABORATORIES, New Brunswick, New Jersey Literature and samples on request 


2 : 
= 
3 
| 
: 250 mg. orange capsules, 
bottles of 50. 
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How to win 
little friends 

and influence 
recovery 


Tastefully tailored to the antibiotic needs of 
pediatric patients 


_OSa- ‘Ter Ya ab on 


Delicious in taste: the appealing flavor of sweet, fresh fruit 
Decisive in action: the well-tolerated broad-spectrum efficacy 
of Terramycin® with glucosamine 

Preconstituted for uniform potency, efficacy, and taste-appeal - 
from the first dose to the last. 

Cosa-Terrabon Oral Suspension — 125 mg. oxytetracycline/5 cc., 
2 oz. and 1 pint bottles 

Cosa-Terrabon Pediatric Drops — 100 mg. oxytetracycline/1 cc., 
10 cc, bottle with plastic calibrated dropper *Trademark 


Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. : (Pfizer) Science for the world’s well-being™ 
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exclusive advantages 

m quinidine therapy’ 
to control cardiac 
arrhythmias 


ation* Quinidine Gluconate (5 


b.i.d. dosage 


h dose of Quinaglute 
S.M. maintains uniform 


plasma levels up to 12 hours. 
No night dosage needed. 
No valleys where arrhythmias 


tend to recur.’ 


8luconate is 
by the 8astro 


An unexcelled quinidine 0sage: for conversion of auricular fibrillation to 
normal sinus rhythm, in most cases, 2 Quinaglute 


in premature contr actions Dura-Tab S.M. tablets 3 to 4 times a day, for 2 to 

: . 3 days; longer periods are required in some patients 

REFER TO aur icular tachy car dia ... for maintenance 1 to 2 tablets every 10 to 12 
flutter, fibrillation _ hours. Bottles of 30, 100 and 250. 


1. Bellet, S.: Finkelstein, D., and Gilmore, H.: 
A.M.A. Archives Int. . 100:750, 1957. 
2. Bellet, S.: Amer. Heart J. 56:479, 1958. 


Somyples and complete literature available from WYNN PHARMACAL CORPORATION 
5119 West Stiles Street, Philadelphia 31, Pa. 


Now also available... INJECTABLE QUINAGLUTE 
10 cc. Multiple Dose Vials, 0.08 Gm. Quinidine Gluconate per cc. *patent applied for 
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| ? 
quinidine 
Only Quinagiute Dura-Tab S.M. 
Provides qWinidine 8luconate for 
Oral use. Ten times as Soluble 
aS Sulfate, the 
better tolerateg 
intesting| tract, 
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New Enzyme-controlled 
antifungal therapy to meet 
the growing challenge of 


Vaginitis 


IN PREGNANCY / IN DIABETES / AFTER ANTIBIOTIC THERAPY-Today, monilial 
vaginitis is estimated to be a problem in at least 33 per cent of pregnant women 
and about 10 per cent of nonpregnant females!—a rapidly increasing incidence 
attributed partly to the widespread use of antibiotics. 


‘“Vanay” Vaginal Cream broadens the scope of specific therapy: (1) ‘‘Vanay” 
insures a continuous therapeutic fungistatic effect without danger of local reaction; 
(2) in addition, ‘““Vanay” restores and maintains a physiologic pH and normal 
vaginal flora—reducing risk of reinfection. 


Effective response: Treatment was notably effective in moniliasis, as confirmed 
by symptomatic relief and post-treatment smears, Assali reports.2 Marked clinical 
improvement was also noted in 154 of 206 patients, and in some cases symptoms 
subsided within a week of therapy.3 


Other advantages: No monilial resistance demonstrated+ / prolonged duration 
of activity* / nonsensitizing / nonirritating / nonstaining / odorless. 


BRAND OF TRIACETIN IN NONLIQUEFYING BASE 


Indications: specific in monilial 


UNIQUE ENZYME-CONTROLLED FUNGISTASIS WITHOUT IRRITATION** tricho- 
moniasis ... also valuable in non- 
. Esterase (present in serum and fungi) s ecific vaginitis where an acid 
causes release of free fatty acid from P 

7.5 Triacetin ‘‘reservoir”’ 


pH must be restored and main- 
tained. 


Usual Dosage: 2to4 grams daily. 


Supplied: No. 204-250 mg. Glyc- 
eryl triacetate per gram in a non- 
liquefying base. Combination 
package: 1% oz. tube with 15 dis- 
posable applicators. 


ZONE OF 
CONTINUOUS ACTIVITY 


Esterase activity decreases a imits rate of release References: 1. Idson, B.: Drug & Cos- 
of free fatty acid which stops short of irritation level metic Industry 84:30 (Jan. f 1959. 

2. Assali, N. S.: Personal communica- 
eas * tion. 3. Combined results of 18 clinical 
investigators, Medical Records, Ayerst 
Laboratories. 4. Kubista, R. A., and 
Derse, P. H.: Antibiotics & Chemo- 
therapy, to be published. 5. Knight, 


AYERST LABORATORIES (May) S. G.: Anti- 


New York 16, Nit. Ad Montreal, Canada biotics & Chemotherapy 7: 172 
5947 (Apr.) 1957. 
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THIS 
TROCHE 
HELPS 
CONTROL 


| promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 
combated by three nonsystemic antibiotics—each active against 
common mouth and throat pathogens, all with relatively low sensitization 
potentials. 
IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. . 


Homarylamine + Bacitracin - Tyrothricin - Neomycin - Benzocaine 


IVEAPPLE FLAVO® Overwhelmingly selected by a taste panel. 


Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

MERCK SHARP & DOHME  oWISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


PENTAZETS is a trademark of Merck & Co., Inc. 


VEVW 


Bo 
| 
ea 
: 
: : 


& 


; Just two tablets at bedtime 


alseroxylon, 2 mg. 


»».does more than lower blood pressure! 


Seven years of experience show 
that RAUWILOID also affords 


SAFETY based on negligible incidence 
of side actions 


Free@dOmM from concern over sudden 
hypotensive episodes or unwanted i 
biochemical alterations 


Practical i LY. . simplicity of dosage 


.. applicable to a wide range of patients 


When more potent drugs are needed, prescribe 
one of the convenient single-tablet combinations 


Rauwiloid® + Veriloid® or Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and alkavervir 3 mg. alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. 
Many patients with severe hypertension can be main- { Rik ) : 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. 
: Northridge, California 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


°WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 


; 
q 
my’ rN ‘ 
JUST ONE CAPSULE LASTS ALL DAY 
‘a. 
q 
4 
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a 


sequelae of u.r.i 
.-and relieve the 
symptom complex. 


* Tonsillitis, otitis, adenitis, 
monitis develops as a serious” 
about one in eight cases of 
infection. To. protect and: 
orelieve the. patient... 
ACHRODIDIN, 


2 or. 
»teaspoonfuls q-i.d. (equiv. Gm. 


ty tine. (125 mg); phenacetin» 
70 scaffeine (30 mg); 
wiamide (150 mg.); chiorothen 
Also as SYRUP 
caffeine 


on:estiinate 


LEDERLE. LABORATORIES, 
“a Division of 
RMERICAN CYANAMIO COMPANY, - 
Pear! Rivet, NewYork - 


PROBENECID 


IN GOUT 


‘ 


“3 

| 
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For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


@&P MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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‘ Sa Therapy, Arthritis and 
1959; Rheumatism 2:193, 
i 
va reaction....Patients tolerate the drug well."@ 


ibe ae Patient Have Gout?, Scientific Exhibit, 
American Medical Association, New Yorke City; 
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interruption, "3 e ds heres f+-¢ 3 
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Supply: 0.5 Gm. tablets, bottles of 100 and 1000, 


* BENEMIO 1S A TRADEMARK OF MERCK & CO., INC. 
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Ethoheptazine Citrate (75 mg.) with: Acetylsalicylic Acid (325 mg.), Wyeth ; 


Relief for the pain problems of grippe 
and other upper respiratory infections 


Myalgia Arthralgia Pleurisy Severe headache Retro-orbital discomfort 


Consider ZACTIRIN when effective analgesia is required to cope with stubborn pain 
symptoms of upper respiratory infections. ZACTIRIN aids these patients by both easing 
pain and combating inflammation. Non-narcotic and well tolerated, ZACTIRIN gives pain 
relief equivalent to that of codeine. Supplied: Tablets, bottles of 48. 


Wyeth Laboratories, Philadelphia |, Pa. 


A Century of Service to Medicine 
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GREATLY HEIGHTENED REACTIVITY 


to acid characterizes the action of New Creamalin Ant- 
acid Tablets.’* They act faster and longer than other 
leading tablets and neutralize considerably more acid.’ 
These tablets provide virtually the same effects as a 
liquid’ with the convenience of a tablet. New Creamalin 
tablets give faster, greater and more prolonged relief. 


NOT CONSTIPATING, New Creamalin Antacid 
Tablets will not produce “acid rebound” or alkalosis. 
They have a pleasant taste. 


Creamalin, trademark reg. U. S. Pat. Off. 


FOR PEPTIC ULCER + GASTRITIS » GASTRIC HYPERACIDITY 


EACH NEW CREAMALIN ANTACI 
TABLET contains 320 mg. of specially proces: 
highly reactive, short polymer dried aluminum hydrox- 
ide gel (stabilized with hexitol), with 75 mg. of mag- 
nesium hydroxide. 

Adult dosage: Gastric hyperacidity—2 to 4 tablets as neces- 
sary. Peptic ulcer or gastritis—2 to 4 tablets every two to 
four hours. Tablets may be chewed, swallowed whole with 
water or milk, or allowed to dissolve in the mouth. 


How Supplied: Bottles of 50, 100, 200 and 1000. 


1. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, (hi | | 


M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:380, 

July, 1959. 2. Hinkel, E. T., Jr.; Fisher, M. P., 

and Tainter, M. L.: J. Am. Pharm. A. (Scient. LABORATORI 
Ed.) 48:384, July, 1959. New York 18, N. Y. 
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1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, predni and predni i 
DECADRON is a trademark of Merck & Co., Inc. - 
Additional information on DECADRON is available to physicians on request. i 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


treats: more patients more effectively... 
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To lose weight, say nutrition 
authorities, listless and le- 
thargic patients require both 
increased energy output and 
decreased caloric intake. 
‘Dexedrine’ provides a gentle 
stimulation that encourages 
normal physical activity. Fur- 
thermore, increased energy 
output is seldom reflected as 
increased food intake, because 
‘Dexedrine’ also assures a 
positive, physiologic control 
of appetite. 


B For the listless and lethargic 


overweight patient, there is 


and DEXEDRINE” 


References: 

. Johnson, M.L., et al.: Am. J. Clin. Nutrition 4:37, 1956. 
. Mayer, J., et al.: Am. J. Clin. Nutrition 4:169, 1956. 
. Mayer, i. et al.: Am. J. Physiol. 177:544, 1954. 

. Passmore, R.: Lancet 1:29, 1958. 


- Yudkin, J.: This Slimming Business, London, Mac- 
gibbon & Kee, 1958, p. TST. 


Available: Tablets, 5 mg.; 
Elixir, 5 mg./5 cc.; and 
Spansule® sustained 
release capsules, 5 mg., 


10 mg. and 15 mg. = 
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The low cost antibacterial prescription with assured safetyand effectiveness 


4 bacte 

alternative: 
0.5 


MADRIBON 


safe + effective - economical 


“...its simplicity of administration, safety, clinical 
response and reasonable cost make... [Madribon] a 
desirable drug in instances where it is equally effec- 
tive [as the antibiotics] and a choice drug in many 


antibiotic-resistant cases.’”! 


Clinically effective for infections with cultures positive for: 


Staphylococcus aureus hemolyticus* 
beta hemolytic streptococci 
pneumococci 

K. pneumoniae 

H. influenzae 

Ps. aeruginosa* 


B. proteus 

E. coli* 
Proteus* 
Shigella 
Salmonella* 
paracolon bacilli 


A new alternative in bacterial infections 


for many reasons — 


¢ wide-spectrum activity 


* high rate of clinical effectiveness—up to 90% 


¢ less than 2 per cent side effects—even in long-term use 


¢ minimal risk of hazardeus superinfections 


¢ essentially no danger of anaphylactic reactions 


¢ fewer problems with the development of resistant mutants 


* economical therapy 


* reserves antibiotic effectiveness for fulminating, 


life-threatening infections 


For complete information on dosage forms, dosage sched- 
ules and precautions, consult literature available on request. 


*Some infections due to antibiotic-resistant strains have 


responded to Madribon. 


ROCHE Lasoratories 


ae Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. © 
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The fastest growing 
antibacterial bibliography: 
1. M. J. Mosely, Jr., J. Nat. M.A., 51:258, 1959. 


Antibiotic Med, & Clin, Therapy, 6: (Suppl. 


2. 3,0. Elia, Ann. New York Acad. Sc., 8#: (Art. 1), 52, 


4. E. H. Townsend, Jr. and A. Borgstedt, Antibiotics An- 
nual 1958-1959, New York, Medical Encyclopedia, Inc., 
1959. p. 64. 

5. Reports on file, Roche Laboratories. 


6. B. A. Koechlin, W. K lberg, Antibiotic 
Med. & Clin. Therapy, (Suppl. 1), 


7. W. A. Leff, ibid., p. 44. 
8. T. D. Michael, ibid., p. 57. 
9. H. P. yong Patel, ibid., p. 40. 


10. W. P. Boger tibiotics Annual 1958-1959, New York, 
Inc., 1959, p. 48. 


1. H. Leming, Jr., C. and B. R. 
Med. ”& Clin: (Suppl. 1), 32, 1959. 


12. J. R. Puig . A. Zaremba, Antibiotics An- 
-1959, New Medical Encyclopedia, Inc., 


138. You Jr., S. Kiser and O. » Anti- 
biotic ‘Med. Clin. 6: (Suppl. 1), %, 1 


14, J. F. Glenn, J. R. Johnson and J. H, Semans, ibid., p. 49. 


15. C. W. Daeschner, Ann, New York Acad. Sc., 82: (Art. 1) 
64, 1959. 


16. S. Guss and A. J. Spiro, Pediatric Conferences, 2:14, 1959, 


17. R. J. Schnitzer and W. F. DeLorenzo, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1), 17, 1959. 


18. R. J. Schnitzer, W. F. R. 
"aa Proc. Soc. Exper. Biol, & Med. 1, 1958. 

19. DeLorenzo and R. Russomanno, Antibiotic Med, & 
Cline Therapy, 6: (Suppl. 1), 14, 1959. 

20. B. Fust and E. Boehni, ibid., p. 3. 

21. W. F. DeLorenzo and A. M. Schumacher, ibid., p. 11. 


22. O. and R. Engelberg, J. M. Soc. New 
Jersey, 56:24, 


23. L. O. and R. Engelberg, Toxicol. 
& Appi. 


24. S. M. Finegold, Z. yong H. O, Kendall and V. E. 
Kvinge, Ann. New York Acad. Sc., 82: (Art. 1), 44, 1959. 


25. W. J. Grace, ibid., p. 51. 

L. E. Skinner, ibid., p. 57. 

S. W. Levy, ibid., p. 80. 

M. M. Cahn and E. J. Levy, ibid., p. 84. 

M. Sierp and J. W. Draper, ibid., p. 92. 

G. A. Moore, ibid., p. 61. 

W. P. Boger and J. J. Gavin, ibid., p. 18. 

W. S. Kiser, O. C. Beyer and J. D. Young, ibid., p. 105. 
B. H. Leming, Jr. and C, Flanigan, Jr., ibid., p. 31. 

R, E. Bagdon, L. O. Randall and W. A. Leff, ibid., p. 3 
W. F. DeLorenzo and R. J. Schnitzer, ibid., p. 10. 

G. Carroll, Discussant, ibid., p. 110. 

S. Krugman, Discussant, ibid., p. 78. 

E. H. Townsend, Jr. and A. Borgstedt, ibid., p. Tl. 

T. D. Michael, ibid., p. 40. 

A. E. Thill, Pennsylvania M. J., 62:1534, 1959, 

J.C. Elia, Mil, Med., in press. 

B. Wolach, Colorado GP, 1:4, 1959. 

4 L. Rosenthal and L. Jud, J. Lab. & Clin. Mea., o4:200, 


26. 
27. 
28. 
29. 
30. 
31. 
$2. 
33. 
34. 
35. 
36. 
37. 
38. 
39. 
40. 
41. 
42. 
43. 


Ray, Case Rep. Child. Mem. Hosp., Chicago, 
1959. 


45. and J. Lagier, Schweiz. med. Wchnschr., 


46. ” Leng-Levy, J. David-Chausse, Gibaud and J. Bottin, 
méd. Bordeaux, 136: (6), 713, i958. 

47. H. Leming, Jr. and C. Flanigan, Jr., Scientific Ex- 
nib t, Annual Meeting of the American Medical Association, 
Atlantic City, N. J., June, 1959. 


48. J. C, Elia, ibid. 


49. 0. a Univers 
Austria), paper presen International Congress 
Infectious Pathology, Milan, tay, May 6-10, 1959. 

50. R. Schupvli (Director, U D Clinic, 
Basle, ibid. 


it (First L Surgical Clinic, Vienna, 


51. S. 
Austria), ibid. 
52. of Surgical Pathology, University of 


53. iM, Reniaeh (University Pediatric Clinic, Berne, Switzer- 
land) 


54. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 


55. E. em. (First University Gynecological Clinic, Vienna, 
Austria), ibid. 


ity Gy y Clinic, Basle, Swit- 


56. R. (U 
zerland), ibid. 

57. G. Moustardier (Faculty of Medicine and St. Andrew’s 
Hospit»!. Bordeaux, France), ibid. 


58. S. T. Madsen (Bergen, Norway), ibid. 
W. P. Boger, ibid. 


. P. Buenger (Medical Department, Hei General Hos- 
On Langenhorn, Hamburg, Germany), 


61. H. Ptasnik, Medizinische, (31/32), 1437, 1959. 
MADRIBON® —2,4-dimethoxy-6-sulfanilamido-1,3-diazine 
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Past tense 


For the first time in months, this dad really feels like joining 
in the family fun. In the past, he had been far too tense 
either to devote a casual hour to usual father-son diversions 
or to answer the host of questions invariably posed by an 
inquisitive youngster. 

He actually enjoys helping junior build a model plane, 
because he “feels good” and is genuinely interested. The 
reason: Levanil does not isolate or insulate, as many tran- 
quilizers do. 


for equanimity 
without 
somnolence 


Levanil 


Trademark, Reg. U. S. Pat. Off.— 
brand of ectylurea, Upjohn 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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CYCLAMYCIN provides prompt, dependable therapy in many upper respira- 
tory and bronchopulmonary infections. In recent clinical ‘observations of 
349 patients, pediatric as well as adult, 96.2 per cent responded favorably. 
Highly stable, readily and reliably absorbed CyCLAMYCIN is well tolerated— 
effective against most gram-positive pathogens, including many strains of 
staphylococci resistant to other antibiotics. 

In capsule and flavored liquid form for ready acceptance by patients of all ages. 
Wyeth Laboratories Philadelphia 1, Pa. 


a most effective antibiotic for 


respiratory 
infections, 

common 
otherwise 


96.2% 


responded did not 
favorably respond 


CYCLAMYCIN 


TRIACETYLOLEANDOMYCIN, WYETH 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. 
Oral suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. 


References: 1. Isenberg, H., et al.: Antibiotics Annual 1958-1959, Medical 
Encyclopedia, Inc., pp. 284-286. 2. Kaplan, M.A., and Goldin, M.: Ibid., 
pp. 273-276. 3. Koch, R., and Asay, L.D.: J. Pediatrics 53:676-682 (Dec.) 
1958. 4. Leming, B.H., Jr., et al.: Antibiotics Annual 1958-1959, Medical 
Encyclopedia, Inc., pp. 418-424. 5. Shubin, H., et al.: Antibiot. Med. & Clin. 
Therap. 6:156-158 (March) 1959. 6. Mellman, W.J., et al.: Antibiotics Annual 
1958-1959, Medical Encyclopedia Inc., pp. 319-326. 7. Shubin, H., et al. 
Antibiotics Annual 1957-1958, Medical Encyclopedia, Inc., pp. 679-684. A Century of 

8. Wennersten, J.R.: Antibiot. Med. & Clin. Therap. 5:527-532 (Aug.) 1958. Service to Medicine 
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but they need your help in planning their family 


VAGINAL CREAM VAGINAL GEL 
THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


For Dependable Relief of 


Skeletal Muscle Spasm... 
Two Tablets Per Day 


orphenadrine citrate 


ADVANTAGES 

e Mobility is restored quickly and 
associated pain relieved by prompt 
relaxation of muscle spasm. 


e Prolonged action and potency pro- 
vide round-the-clock benefits—in- 
cluding uninterrupted sleep. 


e Impairment of general muscle 
tonus has not been reported when 
the recommended standard dos- 
age is followed. 


INDICATED IN ALL TYPES OF ACUTE MUSCLE SPASM 

following sprains, strains, whiplash STANDARD DOSAGE Only one tablet 

injuries, intervertebral disc syndrone, b.i.d. for all adults regardless of age, 

chronic osteoarthritis, etc. weight, or sex. Simple dosage assures 
maximum patient cooperation. 


N orflex for prompt, safe 


spasmolytic action 


ker, 
(Riker) —— California 
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Suit the therapy to the condition 


remember this topical trio for personalized treatment 


e each stops itch and inflammation quickly 
e each instantly restores and maintains the normal 
protective acid pH of the external auditory canal 


the best therapeutic beginning’ in acute skin inflammation 


DOMEBOR(” on rowner packers pit 4.2 


The Original Modernized Burow’s Solution Tablets in containers of 
12, 100, 500, 1000. 
Powder Packets in 
boxes of 12 and 100. 


convenient wet dressings stay moist longer... maintain 
constant pH...speed healing...reduce inflammation. 


maximum steroid benefits at lower dosage —lower cost 


® %% hydrocortisone in exclusive ACID 
vehicle “is about as effective as 


CREME OR LOTION pH 4.6 1% in most conditions treated.’ 

Hydrocortisone Free Alcohol in AciD MANTLE® Y%, 1% or 2% hydrocortisone free aleo- 
Most universally employed anti-inflammatory hol in water-miscible Acip MANTLE vehicle. 
steroid for topical use. In ¥% ounce squeeze bottles, each with spe- 


cial soft plastic ear-applicator. 


if infection complicates inflammation 
™ 144% or 1% hydrocortisone free alcohol 
NE 0-C ORT-D QO M iD and 5 mg. per Gm. neomycin sulfate in ex- 


CREME OR LOTION pH 4.6 elusive water-miscible AciD MANTLE ve- 
Hydrocortisone Free Alcohol plus Neomycin in hicle. In ¥4 ounce squeeze bottles, each with 
AciD MANTLE® special soft plastic ear-applicator. 


1. Jones, E. H.: Eye, Ear, Nose & Throat Month. 38:460, 1959. 2. Lockwood, J. H.: Bull. A. Mil. Dermatologists 4:2, 1955. 


125 West End Avenue/New York 23, N. Y. « Los Angeles / Montreal 


DOME CHEMICALS INC. Q) World Leader in Dermatologicals 
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FOUND: a dependable solution to 


“the commonest gynecologic office problem” 


“VULVOVAGINITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
ALBICANS, Haemophilus vaginalis, or other bacteria, is still the 
commonest gynecologic office problem . . . cases of chronic or 
mixed infection are often extremely difficult to cure.” Among 75 
patients with vulvovaginitis caused by one or more of these 
pathogens, TRICOFURON IMPROVED cleared symptoms in 70; vir- 
tually all were severe, chronic infections which had persisted 
despite previous therapy with other agents. “Permanent cure by 
both laboratory and clinical criteria was achieved in 56....” 
Ensey, J. E.: Am. J. Obst. Fass, 1959 


Improved 


= Swiftly relieves itching, burning, malodor and leukorrhea 
= Destroys Trichomonas vaginalis, Candida (Monilia) albicans, 
Haemophilus vaginalis = Achieves clinical and cultural cures 
where others fail = Nonirritating and esthetically pleasing 


2 steps to lasting relief: 

1. powDER for weekly insufflation in your office. Micorur®, 
brand of nifuroxime, 0.5% and Furoxone®, brand of furazoli- 
done, 0.1% in an acidic water-dispersible base. 


2. SUPPOSITORIEs for continued home use each morning and 
night thé first week and each night thereafter—especially during 
the important menstrual days. Micorur 0.375% and FuRoxoNE 
0.25% im a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more Popa! and economical therapy. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


al 
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DOES YOUR PRESENT ANTICHOLINERGIC REAL 


The test — you might say the acid test — of an anticholinergic is simple: will it protect your 
patient from hyperacidity around the clock, even while he sleeps. The weakness of t.i.d. or 
q.i.d. preparations is well recognized; but even some “b.i.d.” encapsulations may be unre- 
liable. McHardy, for instance, found a “widely variable duration of action, definitely less than 
that anticipated” in the “sustained,” “delayed,” and “gradual release” anticholinergics 
he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently long-acting anti- 
cholinergic (oxyphencyclimine) and Atarax, the non-secretory tranquilizer. Note the effective- 
ness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 


McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained-action anticholin- 
ergic in our study of this agent over a period of eighteen months.” 


Kemp: “...for the majority of patients, one tablet every 12 hours provided adequate 
control. This characteristic long action...may constitute an advantage of this 
drug as compared to coated ‘long-acting’ preparations of other compounds.” 


Add Atarax to this 12-hour anticholinergic. The resulting combination—ENARAX—now gives 
relief from emotional stress, in addition to a reduction of spasm and acid. Atarax does not 
stimulate gastric secretion. No serious adverse clinical reaction has ever been documented 
with Atarax. 


LOOK AT THE RESULTS WITH ENARAX**: 


Does the medication you now prescribe assure you of all these benefits? If not, why not put 
your next patient with peptic ulcer or G.I. dysfunction on therapy that does. 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 
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PROVIDE CONTINUOUS ONTROL OF ACID ae ae: 


MIDNIGHT 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.? 


MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


80 tincture of belladonna q.6 h. 
10 mg. oxyphencyclimine q.12 h. 
Z 70 
a 
5 60 
Z 40 a DA 
101-2 4 Ve 
2 4 € 3 10 12 14 16 18 20 22 24 


Time, in hours 


Clinical Diagnosis: Peptic Ulcer—Gastritis —Gastroenter- 
itis—Colitis—Functional Bowel Syndrome—Duodenitis — 
Hiatus Hernia (symptomatic)—Irritable Bowel Syndrome— 
Pylorospasm—Cardiospasm—Biliary Tract Dysfunctions— 
and Dysmenorrhea. 


Clinical Results: Clinically effective in 92% of cases. 


As for Safety: “Side reactions were uncommon, usually 
no more than dryness of the mouth.... 


Each ENARAX tablet contains: 
Oxyphencyclimine HCI 


Dosage: One-half to one tablet twice daily —preferably in the morning and 
before retiring. The maintenance dose should be adjusted according to 
therapeutic response. Use with caution in patients Lg =" hyper- 
trophy, and with ophthalmological supervision only in glaucoma. 


Supplied: In bottles of 60 black-and-white scored tablets. 
New York 17, N. Y. 


References: 1. McHa et al.: J. Soc. 111:290 (Aug.) 

1959. 2. Stelgmann, Fass y conducted at Cook County Hospital, Chica eed Division, Chas. Pfizer & Co., Inc. 

— re Ss. mp Antibiotic Med. & Clin. Science for the World's Well-Being™ 
yt H., J r.: Clin. Med. 6:423 (Mar.) 1959. 5. 
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answers best the question of how 
to treat patients with allergic dermatoses. 


When you prescribe POLANIL (composed 
of POLARAMINE®,today’s lowest-dosage\™ 
antihistamine, plus DERONIL®, today’s lowest- 

dosage corticosteroid), you can control the dis- 
comfort of allergic dermatoses, hay fever and seasonal 
asthma. (Remember, too, POLARAMINE alone or in combination 
controls discomfort of seasonal and nonseasonal allergies; aller- 
gic complications of respiratory illness; drug and serum reactions.) 


Because of its unique composition, POLANIL is particularly 
recommended for those dermatoses in which an antihistamine 
alone may not be fully effective, or for which full steroid 
therapy is not indicated. Pruritus responds favorably to 


A-34 


POLANIL in almost all cases even 
when edema and erythema may persist. 


POLANIL is effective in treating patients 
with resistant allergic dermatoses and sea- 
sonal asthma because the POLARAMINE 
component blocks the reception of histamine 
in precisely those areas where histamine is concen- 
trated and where it provokes the most intense reaction: the skin, 
the upper gastrointestinal tract and the respiratory tree. The 
DERONIL component possesses an intensified anti-inflammatory 
activity with minimal effect on electrolyte and water balance. 
Dosage: One or two tablets after meals and at bedtime. Dosage should be gradu- 
ally reduced to lowest effective maintenance level or, if possible, discontinued. 
Supply: Available in bottles of 50. Each tablet contains 0.25 mg. dexametha- 
sone, 2 mg. dexchlorpheniramine maleate, and 75 mg. ascorbic acid. ew 1464 
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If one...or all... needs nutritional support... 


they 


deserve 

® 
GK \ RAL, capsules—14 VITAMINS AND 11 MINERALS 
Vitamin-Mineral Supplement Lederle For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peafl River, New York Ci@derta) 
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PROFES- 
SIONAL APPLIANCES 

_ DESIGNED FOR DO! 

PRESCRIPTIONS ... 

AN OTC IZED 
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15” back assures effective control 


Here is the sacro-lumbar support particularly designed for stabiliza- 
tion of the entire lower spine . . . OTC Model 829-HS. 

The deep 15” back will cover as high as the eighth dorsal vertebra 
in the average patient, and as high as the tenth in even the very 
tall. In the back, multiple flexible stays and two rigid shaped steels 
deliver stabilizing support to the entire lower spine. Two sets of 
pull straps control the encircling pressure. 


Whatever OTC Support or Orthopedic Appliance you prescribe, you and your patient 
can always expect these benefits: 


®@ Therapeutically Sound, designed and constructed to aid you in 
securing the desired therapeutic result. 
@ Expertly Fitted by OTC-trained fitter. 
@ Conveniently Available on your prescription at your OTC author- 
ized pharmacy. 
WRITE for your copy of the reference folder on OTC Professional 
Appliances, designed for doctors’ prescriptions. ASK for your 
OTC authorized pharmacy’s name. 


division of surgical appliance industries, ine. 
DEPT. B ERIE AVE., CINCINNATI 9, OHIO Branches: New York, San Francisco, Ottawa 


Supports @ Orthopedic Appliances @ Surgical Hosiery © Specialties 
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wish 
turns old 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. See your G-E 
x-ray representative for details. Or 
clip coupon below for our descriptive 
booklet. 


Progress ls Our Most Important Product 


GENERAL 
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Modernize without capital outlay 
on the G-E Maxiservice® x-ray rental plan 


ELECTRIC 


All this for one monthly fee — 


@ Modern x-ray equipment, free of obsolescence 
worries 

@ Comprehensive coverage: periodic inspection, 
maintenance, tubes, parts, emergency repairs 


@ Freedom to add or replace 
equipment as improve- 
ments appear 

@ Full property insurance 
on equipment — in 
case of accidental 
damage or loss, 

G.E. repairs or 
replaces equipment 


@ Local property taxes 
paid in full 


X-RAY DEPARTMENT 


GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room R-3! 


Send your 12-page MAXISERVICE booklet to: 


Name. 
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The first synthetic penicillin 
available 
| es for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED, 


\ 
4 
| PEAK BLOOD ORAL ROUTE PROVIDES IMPROVED 
LEVELS TWICE AS HIGHER PEAK ANTIBIOTIC 
HIGH AS WITH BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 


PENICILLIN V PENICILLIN G COMPLEMENTARITY 


| 
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TED @ . CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


POTASSIUM PENICILLIN-152 
ANTIBIOTIC REDUCED MANY STAPH 
ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH . SYNCILLIN 


TO ORAL DOSE PENICILLINASE IN VITRO 


a i 
Y 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS vc. NEW 


Significance of The antibiotic effect of the clinically available mixture, 
complementary | SYNCILLIN, is greater than that of either of its two com- 
action of isomers ponent isomers alone against many important patho- 
in SYNCILLIN gens, including some penicillin-resistant staphylococci. 

| This phenomenon has been described as Jsomeric 
Complementarity. 


Significance of Higher blood levels may be of value with organisms of 
higher blood only moderate penicillin sensitivity where doubling the 
levels wilh blood concentration may be essential for effective bac- 
SYNCULLLN _ tericidal action. In addition, these higher levels may be 

; necessary where there is infection in areas with a poor 

blood supply. Under these circumstances a higher blood 
concentration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the tissue. 
Also, antibiotic activity of SYNCILLIN is directly pro- 
portional to oral dosage. Increasing the dosage may, 
therefore, enhance the drug’s effectiveness in certain 
cases. 


Lfficacy of | Stadies have shown that SYNCILLIN is effective in vitro 

SYNCILLIN against 60 to 75% of hospital “staph” strains, while 

against staphylococci penicillin G and penicillin V are now effective against 

und olher Only 30 to 50%."* Therefore, if clinical judgment indi- 

resistant organisims ates the use of penicillin, SYNCILLIN would be expected 

to be the most effective. However, since some strains are 

still resistant to SYNCILLIN as well as to the other peni- 

on —— cillins, cultures and sensitivity tests should be per- 
! formed where indicated by clinical judgment. 

There have recently been reports of decreased efficacy 


of penicillin in streptococcal® and gonococcal*® infec- 
250 mg 


tions. The emergence of penicillin-resistant gonococci 


4/2 appears to be associated with an increase in the inci- 

a i dence of gonorrhea all over the world. When a less 
i: Tah. + TAD sensitive strain is encountered the higher blood levels 

produced by SYNCILLIN may be most helpful. 


major therapeutic advantages accompany molecular asymmetry 


1 
| 
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Relation of 
intermittent 


high blood levels 
of S YN¢ ILLIN 


to antibacterial 


efficacy 


Reduced rate of 

inactivation 
of SYNCILLIN 
hy staph 
penicillinase 
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SYNCILLIN, like all clinically available penicillins, is 
bactericidal. Periodic high blood concentrations may 
be sufficient to permit complete eradication of sensitive 
pathogens. According to Eagle,® “Soon after penicillin 
attains effective concentrations, the bacteria cease mul- 
tiplying; and the bacteriostatic effect persists for a 
number of hours after penicillin has fallen to concen- 
trations that are wholly ineffective. . . . The therapeutic 
significance of this postpenicillin recovery period is 
enhanced by the fact that the recovering bacteria, 
damaged but not killed by the previous exposure to pen- 
icillin, are abnormally susceptible to the host defenses. 
In consequence, the bactericidal process in vivo con- 
tinues for many hours after the drug itself has fallen to 
ineffective concentrations.” 


Bacterial resistance to penicillin has been attributed to 
the action of penicillin-inactivating enzymes produced 
by the invading organisms. SYNCILLIN is less affected 
by staphylococcal penicillinase than either of its com- 
ponent isomers. Further, SYNCILLIN is shown to be less 
inactivated by this enzyme than penicillin V or peni- 
cillin G. Penicillinase from B. cereus likewise inacti- 
vates SYNCILLIN less rapidly than penicillin V or G. 


Indications: SYNCILLIN is recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, corynebac- 
teria, and penicillin-sensitive staphylococci. In addition, SYNCILLIN 
is effective against certain strains of staphylococci resistant to other 
penicillins. SYNCILLIN, like other oral penicillins, is not recom- 
mended at the present time in deep-seated or chronic infections, sub- 
acute bacterial endocarditis, meningitis, or syphilis. 


Dosage: 125 mg. or 250 mg. three times daily, depending on the 
severity of infection. Larger doses (e.g., 500 mg. t.i.d.) may be used 
for more severe infections. SYNCILLIN may be administered without 
regard to meals. Beta hemolytic streptococcal infections should be 
treated with SYNCILLIN for at least ten days. 


BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 


Precautions: At the present time 
it is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients with 
histories of asthma, hay fever, urticaria, 
or previous reactions to penicillin should 
be watched with special care. Adminis- 
tration of oral penicillin, in rare instances, 
may provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported occasionally 
following heavy dosage. If this occurs, 
lengthen the interval between dosages. 

If superinfection occurs during therapy, 
appropriate measures should be taken. 
Since some strains of staphylococci are 
resistant to SYNCILLIN as well as to other 
penicillins, cultures and sensitivity tests 
should be performed where indicated 

by clinical judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 


Supply: 125 and 250 mg. tablets, 
bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 


References: 1. Wright, W. W.: 
Microbiology Report to Bristol Laboratories 
Inc. 2 Morigi, E. M. E.; Wheatley, W. B., and 
Albright, H.: Paper presented at the 

Seventh Antibiotic Symposium, November 
4-6, 1959, Washington, D.C. 3. Editorial: New 
England J. Med. 261:305 (Aug. 6) 1959. 

4. King, A.: Lancet 1:651 (March 29) 1958. 
5. Epstein, E.: J.A.M.A. 169:1055 (March 7) 
1959. 6. Eagle, H. and Musselman, A. D.: 

J. Bact. 58 :475, 1949. 
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when time is of the essence 


SHOCK—in patients without evidence of 
blood loss, Injection DECADRON Phosphate 
often increases blood pressure— 
frequently a lifesaving measure. 
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ALLERGIC EMERGENCIES 
ACUTE ASTHMA 

EMERGENCY SURGERY 
OVERWHELMING INFECTIONS 
TRANSFUSION REACTIONS 


to immediate corticosteroid benefits _v~|_sHock 


INJECTION 


e ready for use immediately 


e effective immediately | 


ACUTE TRAUMATIC INJURIES 


PHOSPHATE 


DEXAMETHASONE 21-PHOSPHATE 


mg. for mg. the most active steroid in true solution 


@ needs no reconstitution—ready for 
immediate use 
@ needs no refrigeration—excellent stability 
@ potency up to 40 times that of hydrocortisone 
@ dramatic response in minutes |.M. or I.V.— 
injection can be as rapid as desired 
@ in true solution—flows readily even through a 
small-bore needle 
Injection DECADRON Phosphate can also be used in acute 
dermatoses, Addison’s disease, adrenal surgery, panhypopi- 
tuitarism, temporary adrenal suppression, rheumatoid arthritis, 
soft-tissue injection. Note: Do not inject into intervertebral 
joints. Caution: Steroids should not be given in the presence of 
tuberculosis, chronic nephritis, acute psychosis, peptic ulcer, 
or ocular herpes simplex. 


DOSAGE AND ADMINISTRATION: Injection DECADRON 
Phosphate is ready for immediate use intrave- 
nously, intramuscularly, or intra-articularly. Dosage 
varies from 4 mg. or less to 20 mg. or more, de- 
pending on the nature and severity of the condition. 


SUPPLIED: Injection DECADRON Phosphate is availa- 
ble in 5 cc. vials, each cc. containing 4 mg. of 
dexamethasone 21-phosphate as the disodium salt. 


Literature on Injection DECADRON is available at your request. 


DECADRON is a trademark of Merck & Co., INC. 


MERCK SHARP & DOHME 


=) 
Division of Merck & Co., INC., Philadelphia 1, Pa. 
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Annual Convention 


18-22, 1960 
KANSAS CITY, MISSOURI 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 and 100 mg. tabiets 
whole root rauwolfia for exceptional patient response 


Squibb Quality—the Priceless Ingredient 


Squibb Whole Root Rauwolfia Serpentina/*‘RAUDIXIN’® is A SQUIBB TRADEMARK 


JOURNAL A.O.A., VOL. 59, MARCH 1960 


\ 
‘ 
ant 
_ 
he 
UIBB 
; 
> 
: 
a 


properties 


new broad-spectrum 


ECLO 


greater inhibitory action...lower intake per 
dose.... DECLOMYCIN produces equivalent or 
greater clinical activity with less antibiotic because 
of two basic factors: (1) increased potency, and 
(2) longer retention. 


broad-spectrum control in depth. Higher ac- 
tivity level enhances range of previous antibiotics. 
Some problem pathogens have been found more 
responsive. Strains of Pseudomonas, Proteus and 
A. aerogenes heve proved sensitive to DECLOMYCIN. 


sustained activity level. DECLOMYCIN main- 
tains a more constant level of activity. Infection is 
quickly resolved. 


24-48 hours extra activity...protection 
against relapse. Antimicrobial control is main- 
tained after stopping dosage. Most other antibiotics 
dissipate rapidly on withdrawal. 


REFERENCES: 

1-9. Papers read at Seventh Symposium on Antibiotics, 
Washington, D. C., November 4-6, 1959. 

10. Compiled from clinical reports, Department of Clinical 
Investigation, Lederle Laboratories, January, 1960 
CAPSULES, 150 mg., bottles of 16 and 100. 

Dosage: average adult, 1 capsule four times daily. 
PEDIATRIC DROPS, 60 mg./cc. in bottle of 10 cc. with cali- 
brated dropper. 

ORAL SUSPENSION, 75 mg./5 cc. tsp. in 2 oz. bottle. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
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performance 


genitourinary infection. Roberts, M. S.; Seneca, H., 
and Lattimer, J. K.," New York, N. Y.—Ninety-one percent 
of the Gram-positive and 27 per cent of the Gram- 
negative, among 66 organisms cultured from geni- 
tourinary infection, responded to DECLOMYCIN. 
Serum antibiotic activity was found three times 
greater than with tetracycline. 


toleration. Boger, W. P., and Gavin, J. J.,2 Norristown, 
Pennsylvania— Side effects with DECLOMYCIN were 
minimal. When dosage was 0.5 to 1 Gm. daily in 
divided doses, only two of 82 patients exhibited 
nausea. 


activity level sustentation. Kunin, C. M.; Dornbush, 
A. C., and Finland, M.,? Boston, Massachusetts—Of the 
four tetracycline analogues, DECLOMYCIN Demeth- 
ylchlortetracycline showed the longest sustained 
activity levels in the blood. 


gonococcal infection. Marmell, M., and Prigot, A.‘ 
New York, N. Y.-Of 63 cases of gonorrhea, 61 
promptly responded after short courses of DECLO- 
MYCIN. Therapeutic effect was found equal to that 
of intramuscular penicillin. 


bronchopulmonary infection. Perry, D. M.; Hall, G. 
A., and Kirby, W. M. M.,5 Seattle, Washington— Of 30 cases 
of acute bacterial pneumonia, all were afebrile fol- 
lowing two to 10 days of treatment with DECLo- 
MYCIN. Results were good in 21.... All of six 
patients with acute bronchitis responded promptly. 


pediatric infection. Fujii, R.; Ichihashi, H.; Minamitani, 
M.; Konno, M., and Ishibashi, T.,¢ Tokyo, Japan— In 309 pe- 


diatric patients with various infections, DECLO- 
MYCIN was effective in 75 per cent. 


pneumonia, Duke, C. J.; Katz, S., and Donohoe, R. F.,” 
Washington, D. C.— Results were satisfactory in all but 
two of 32 cases of acute bacterial pneumonia, of 
which only 11 were uncomplicated. No side effects 
were observed. 


pustular dermatosis. Blau, S., and Kanof, N. B.,* New 
York, N. Y.—Results with DECLOMYCIN were excel- 
lent in both of two cases of impetigo, one of two 
cases of folliculitis, six of nine cases of furunculo- 
sis, all of three cases of acne rosacea and 26 of 45 
cases of acne vulgaris. Overall, results were excel- 
lent or good in 85 per cent. 


antibacterial spectrum. Finland, M.; Hirsch, H. A., 
and Kunin, C. M.,? Boston, Massachusetts— DECLOMYCIN 
Demethylchlortetracycline was found the most ef- 
fective of the tetracycline analogues against two- 
thirds of 680 normally sensitive strains of 15 sepa- 
rate species. 


the over-all picture. Combined results reported by 262 
clinical investigators*—- DECLOMYCIN produced a fa- 
vorable response (cured or improved) in 87 per 
cent of 2,389 patients. Two-thirds of the patients 
received one capsule every six hours. Treatment 
was continued for as long as 180 days, but was 
between three and eight days in most. Side effects 
were seen in 10.2 per cent, but necessitated discon- 
tinuance of treatment in only 2.1 per cent. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
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KEEP YOUR 
HYPERTENSIVES 


WIDE 
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/ THREE 


ONE 


PRECISION-TAILORED 
DOSAGES 


ORETICYL 


(ORETIC™ WITH HARMONYL®) 


INCLUDING NEW ‘‘STARTER”’ DOSE FORM 
CONTAINING 25 mg. ORETIC & 0.25 mg. HARMONYL 


For precise control of hypertension therapy, Oreticyl comes in three strengths: 


1. Oreticy! Forte Combines 25 mg. of Oretic with 0.25 mg. of Harmony in a single 
tablet. Can often be used for initial treatment of many cases of established hyper- 
tension of any but minor degree. Offers Harmonyl’s full therapeutic effect poten- 
tiated by a maintenance dose of Oretic. Customary starting dosage: one tablet t.i.d. 


2. Oreticyl 50 Combines Oretic 50 mg., Harmonyl 0.125 mg. 
3. Oreticyl 25 Combines Oretic 25 mg., Harmonyl 0.125 mg. 


Once effect of Harmony is seen, either of above forms may be used after 2-3 weeks 
to adjust dosage according to patient response. Also, either 25 or 50 strength may 
be used successfully to begin treatment in some cases of mild hypertension. 


All three strengths supplied in bottles of 100 and 1000. 


lf you want more convenient therapy: mended dose, due to Oreticyl’s poten- 


This new combination of Oretic and 
Harmonyl in a single tablet may make 
possible a reduced dosage of both 
agents while still achieving a pro- 
nounced antihypertensive effect. 

Harmonyl is fully as effective as the 
rauwolfias in reducing blood pressure, 
but the incidence of side effects—day- 
time lethargy, nasal stuffiness, depres- 
sion—is distinctly lower. 
If you want to increase effectiveness of 
another agent: Oreticyl can be safely 
and effectively combined with other 
antihypertensives in treatment of more 
severe cases. 

Ganglionic blocking agents, for ex- 
ample, may be—and should be—ad- 
ministered at just half the recom- 


ORETICYL — TRADEMARK FOR ORETIC WITH HARMONYL 


FOR ABBOTT 


HARMONYL —DESERPIOINE, ASBOTT 


002200 


tiating effect. 


... BRIGHTEN THE DREARY DIET, TOO 
The pronounced saluretic effect of 
Oretic may often allow you to relax ex- 
tremely rigid low-salt diet restrictions, 
even while Harmonyl keeps working to 
bring blood pressure down. 


ABBOTT 
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brand of phenmetrazine 
hydrochloride 


Through the potent appetite- 
suppressant action of Preludin, the 
success of anti-obesity treatment : 
becomes more asstired—adherence to 
diet becomes easier—discomfort 
from side reactions is unlikely. 


whether obesity is simple 
or complicated 


in Simple Obesity Preludin 
produces 2 to 5 times the weight loss & 
achievable by dietary instruction } 
alone.':? 


In Pregnancy Weight gain is kept 
within bounds, without danger to 
either mother or fetus.° 


In Diabetes Insulin requirements 
are not increased; they may even 
decrease as weight is lost.* 


In Hypertension Preludin is well 
tolerated and blood pressure may 
iH even fall as weight is reduced." 


Patients taking Preludin usually 
experience a mild elevation of mood 
conducive to an optimistic and 
cooperative attitude, thereby 
counteracting the lassitude otherwise 
resulting from a reduced caloric 
| intake. Thus, consistent weight loss 
over a prolonged period becomes 
more assured. 


Preludin® Endurets,"™- brand of 
phenmetrazine hydrochloride: 

| rolonged-action tablets of 75 mg. 
Pe once daily administration; and 
scored, square, ie tablets of 25 mg 
for b.i.d. or t.i.d. administration. 


Under license from C. H. Boehringer Sohn, 

Ingelheim. 

References: 

(1) Barnes, R. H.: J. A. M. A. 166:898, 1958. 

i (2) Ressler, C.: J. A. M. A. 165:135, 1957. 

BI (3) Birnberg, C. H., and Abitbol, M. M.: Ob 
} & Gynec. 11:463, 1958. (4) Robillard, R.: 
i} Canad. M. A. J. 76:938, 1957. 
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Helps prevent vitamin-mineral deficiencies by providing comprehensive nutritional supplementa- 
tion. Just one capsule daily supplies therapeutic doses of 9 important vitamins plus significant quan- 
tities of 11 essential minerals and trace elements. 

Each MYADEC Capsule contains: VITAMINS: Vitamin B,2 crystalline—5 meg.; Vitamin B: (riboflavin)—10 mg.; Vitamin 
B, (pyridoxine hydrochloride)—2 mg.; Vitamin B: mononitrate—10 mg.; Nicotinamide (niacinamide)—100 mg,; Vitamin 
C (ascorbic acid)—150 mg.; Vitamin A—25,000 units; Vitamin D—1,000 units; Vitamin E (mixed tocopheryl acetates)— 
5 LU.; MINERALS (as inorganic salts): Iodine—0.15 mg.; Manganese —1.0 mg.; Cobalt —0.1 mg.; Potassium—5.0 mg.; 
Molybdenum —0.2 mg.; Iron—15.0 mg.; Copper—1.0 mg.; Zinc—1.5 mg.; Magnesium—6.0 mg.; Calcium —105.0 mg.; 
Phosphorus — 80.0 mg. Bottles of 30, 100, 250, and 1,000. y sete, 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 3 [P): 


when sleeps through breakfast 
works through lunch... 
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IN ANXIETY: RELAXATION 
-—RATHER THAN DROWSINESS—WITH 


brand of trifluoperazine 


| ‘Stelazine’ has little if any soporific effect. 


In one clinical study, patients on ‘Stelazine’ who had 
:o drive automobiles 100 miles or more commented 
chat ‘Stelazine’ 6¢ ...did not impair their coordina- 
-ion, attention or judgment, or make it difficult to stay 


awake.9 9! 


_ 4 number of other patients who reported drowsiness 


asa side effect with ‘Stelazine’ nevertheless mentioned 


chat 6 @they did not fall asleep when they lay down for 
1 daytime nap. It is quite possible that, in some in- 
stances, ‘drowsiness’ was confused with unfamiliar feel- 
ngs of relaxation.99' 


Stelazine’ is outstanding among tranquilizers because it 
‘elieves anxiety whether expressed as agitation and ten- 
iion or as apathy, listlessness and emotional fatigue. 


| Available for use in everyday practice: Tablets, 1 mg., in bottles of 
| j0 and 500; and 2 mg., in bottles of 50. Starting dosage: One 1 mg. 


ablet, b.i.d. (morning and night). Further information available on 


equest from Smith Kline & French Laboratories, Philadelphia 1, Pa. 


»« Goddard, E.S.: in Trifluoperazine: Further Clinical and Laboratory Studies, 


Philadelphia, Lea & Febiger, 1959, pp. 21-27. 
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REFLECTION ON CORTICOTHERAPY: 


To be of greatest value, a 
steroid must be good not only 
for the patient (by controlling 
symptoms), but also 

to the patient 

(by minimizing 

side effects). 

To be of greatest 

value, the steroid 

should have the 

best ratio of 

desired effects 

to undesired 

effects: 


the corticosteroid that hits ee THE UPJOHN COMPANY 
disease, but spares the patient KALAMAZOO, MICHIGAN 
* TRADEMARK, REG. U. S. 


S. PAT. OFF. — METHYLPREONISOLONE, UPJOHN 


coming 
ake) 


@ faster than any oral tablet—faster than the 
time needed to obtain, prepare and give an 
injection, and get an effect. Tablets dissolve 
under the tongue within 30 seconds, effects 
start with the speed of circulation time, relief 
in the 90 per cent range is established within 
10 to 15 minutes. 


STOPS THE ATTACK WITH 
“PARENTERAL” SPEED AND 
SUBLINGUAL CONVENIENCE 


@ the tiny sublingual tablets can be placed 
under the tongue any time, anywhere—no 
need for water, privacy, or sterile precautions. 
Supplied: Ergomar Sublingual Tablets,+ 2 mg. ergot- 
amine tartrate per tablet, in specially designed dis- 
penser package of 12 tablets. For patient economy 


and convenience, we suggest prescribing 12 tablets. 
tbrand of ially p 


g' ine tartrate, patent pending 


KEEPS MORE PATIENTS HEADACHE-FREE MORE EFFECTIVELY 


<> NORDSON PHARMACEUTICAL LABORATORIES, INC. * Irvington, New Jersey 
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TO STOP DIARRHEA 


from all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


= Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) =" Convenient TABLETS, 
100 mg. ® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


IFT RELIEF OF SYMPTOMS 


ONTROL OF “PROBLEM” PATHOGENS 
(no sigaifica esistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


ORMAL BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilialfor staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 


fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FuROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FuROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 


received it either prophylactically or therapeutically.” 
Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS--A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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THE FIRST TRUE ”“TRANQUILAXANT” 


relieves painful muscle spasm 
and relaxes the patient 


Impressive numbers of patients with low 
back pain and other musculospastic 
= conditions treated with Trancopal have 

= been freed of symptoms and enabled 
to return to their usual activities, according 
to newly published clinical reports. In a 
recent study by Lichtman,’ Trancopal brought 
excellent to satisfactory muscle relaxation to 

| 817 of 879 patients. The patients in this 
group suffered from skeletal muscle spasm 
associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases), 
and other skeletal muscle disorders 
(213 cases). Side effects were rare (2 per 
cent of patients), and it was not 
necessary to discontinue medication in any 
of the patients. Lichtman comments: 
¢¢Chlormethazanone [Trancopal] not only 
relieved painful muscle spasm, but 
allowed the patients to resume their normal 
activities with no interference in performance 
of either manual or intellectual tasks.?? 


When you prescribe Trancopal for musculoskeletal disorders, you can confidently 
expect that your patients will be relieved of the pain and stiffness. You can be sure 
of their speedy return to everyday work and recreation. 
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Mullin and Epifano call Trancopal ¢¢...a very effective skeletal muscle spasmolytic.??* 
They found that Trancopal brought good to excellent relief to all of 39 patients with 
skeletal muscle spasm related to trauma, bursitis, rheumatoid arthritis, osteoarthritis, and 
intervertebral disc syndrome. (No side effects were noted except that one patient had slight 
dryness of the mouth.) 

The pattern is similar in every new series reported: Ganz,* DeNyse,” Shanaphy’ and Stough.’ 


Trancopal is a true ‘‘tranquilaxant’’ 


Trancopal “‘... combines the properties of tranquilization and skeletal muscle relaxation 
with no concomitant change in normal consciousness.’’® 


Relieves dysmenorrhea 


Trancopal not only is valuable in treating patients with low back 
pain and other musculoskeletal disorders, but is also very effective 
in bringing relief from menstrual cramps and discomfort. 
Shanaphy suggests that Trancopal may help the patient by its 
combination of muscle relaxant and tranquilizing actions, and he 
finds that ¢¢...the continued use of chlormezanone [Trancopal] as 

a therapeutic agent in dysmenorrhea is advisable.99*° Trancopal was 
effective in 82 per cent of his series of 50 patients. In another study, 
which dealt with 52 adolescent girls and 23 women, Stough’ reported 
that Trancopal gave complete or moderate relief in 86.4 per cent. 


Alleviates tension 


And, of course, Trancopal is also very useful in the treatment of patients in anxiety 
and tension states. As Ganz says, ¢¢6...a most valuable drug for relieving tension, 
apprehension and various psychogenic states... allows the patient to use his energies in 
amore productive manner in overcoming his basic problems.?9 * 
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rancopal 


a true “tranquilaxant” 


that relieves skeletal muscle spasm 
and relaxes psychogenic tension 
without troublesome side effects, 
and keeps the patient on the job. 


Indicated for... 


Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Fibrositis Anxiety and tension states 
Neck pain (torticollis) Ankle sprain, Dysmenorrhea 
Bursitis tennis elbow Premenstrual tension 
Rheumatoid arthritis Myositis Asthma 
Osteoarthritis Postoperative Angina pectoris 
Disc syndrome muscle spasm Alcoholism 


Now available in two strengths: 


a Trancopal Caplets®, 100 mg. 
“= (peach colored, scored), bottles of 100. 


NEW Gp Trancopal Caplets, 200 mg. 
STRENGTH (green colored, scored) , bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms 
occurs in from fifteen to thirty minutes and lasts from four to six hours. 


References: 1. Liebtman, A. Seientific Exhibit, © 
meeting of the International College of Surgeons,” 
“Miami Beach, Jan, 427,3959. 2-Lichtman, 
Kentucky Acad, Ger: Pract. Oct., 1958: 
3. Mullin, W: G.pand Epifane, Leonatd: Am. Pract. 
& Digest Treat. 1027748, Oct., 1959. 4..Ganz, S. Ba 
J. IndianaM.. A. 52711347 1959. 5. DeN yse,D-Le 
M. Times :1512; Nov., 1959; 6. Shanaphy, J: F.: 
Current Therap. Res. 1:59, 1959. 7. Stough, 
A. R.: Oklahoma M. A. 52:575, Sept., 1959. 


Profesgiona) Models used for photographs 


LABORATORIES 
New York 18, New York 


| 


REMOVE EARWAX SAFELY, | 
PAINLESSLY, EASILY | 
WITHOUT INSTRUMENTATION | 


THE MODERN TECHNIQUE _ 
IN CERUMENOLYSIS 
NOW ON PRESCRIPTION 


“A complete removal rate 
of 93 per cent in the aggregate and 91 
per cent in the difficult impacted cases 
represents an enviable result for any 
cerumenolytic...No other cerumenolytic 
method, physical or has 


cal Obser 


approached these results.” 


! 


ae Clinical studies, clinical experience, 
clinicians—confirm ‘Cerumenex’ Drops as 
wh the cerumenolytic agent of choice. 


Rx ‘Cerumenex’ 15 ce. or Sec. 


Detailed directions and precautions are provided in the Product Data Brochure, available on your request. 


he Ce DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 
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NIAMID’ 


the mood brightener 


eases mental adjustment to menopause 


NIAMID brightens the outlook of depressed menopausal patients — 
gradually helps them become alert, cheerful, relaxed, and better able 
to cope with their surroundings. 


Start with 75 to 100 mg. of NIAMID daily and adjust according to response. 
In routine use, up to 200 mg. is given. The gradual response to 
NIAMID may be noted within several days or weeks. 


Infrequent, mild side effects may occur but often are lessened or 
eliminated by dosage reduction. NIAMID has not been reported to cause 
jaundice, disturbances of color vision, ankle edema, or skin eruptions. 


NIAMD (brand of nialamide) is available as 25 mg. (pink) and 
100 mg. (orange) scored tablets. 


Already prescribed for more than 500,000 patients. 


A Professional Information Booklet is available on request from the Medical 
Department, Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


QR Science for the world’s well-being » 
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Patients are happier when doctors aisle Fleet’ Enema 


They are free of the visceral discomfort and _ with the pre-lubricated, anatomically cor- 
prolonged embarrassment so often caused rect 2-inch rectal tube. Most important — 
by older enema methods. The ready-to-use Fleet Enema provides a quick yet thorough 
Fleet Enema squeeze bottle also does away cleansing action with only 41/ fl.oz. of pre- 
with troublesome preparation and cleanup cisely formulated, standardized solution.’ 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety patients on sodium-restricted regimens.2 Systemic 
of diagnostic and therapeutic purposes—even for absorption is negligible. 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in © 
4Y2-fl.oz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet be 


Retention Enema, 4%4-fl.oz. ready-to-use unit containing Mineral Oil U. EADY-TO-USE SQUEEZE BOTTLE y 


1. Rosenfield, H. H., et al.: Obst. & Gynec. 11:222, 1958. 2. Hellman, L. D.: To be published. Cc. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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premenstrual 
clinicians report 


increased potency-without corresponding increase in side effects 


Fuchs, M. and Moyer, J.: 
Diseases of the Chest 35:314, (March) 1959. 


“Premenstrual edema is present 
in 40% of women and...consists 
of weight gain, subcutaneous 
edema, emotional lability, breast 
turgidity, anxiety and tension.” 
In addition to controlling the 
objective symptoms of premen- 
strual tension, HyDRODIURIL 
may afford relief of subjective 
complaints including tension, 


nervousness and headache. 


DOSAGE: 25 to 50 mg. of HYDRODIURIL once or twice a 
day, beginning the first morning of symptoms and 
continuing until the onset of the menses. 


SUPPLIED: 25 and 50 mg. scored tablets HYDRODIURIL 


(hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., INc. 


Additional information on HYDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 


S Division of Merck & Co., Inc. West Point, Pa. 
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He’ll take 


advancing years 


in stride... 


The debilitated or aging patient who lacks 
vitality and drive acquires new zest for liv- 
ing with this gentle stimulant and vitamin- 
hormone combination. 


Each Ritonic capsule contains: 


Ritalin hydrochloride 5 mg. 
methyltestosterone 1.25 mg. 
ethinyl estradiol Micrograms 
thiamin (vitamin B,) 5 mg. 
riboflavin (vitamin B,) 1 mg. 
pyridoxin (vitamin B,) . 2 mg. 
vitamin B,, activity 2 micrograms 
nicotinamide 25 mg. 
dicalcium phosphate 250 mg. 


Supplied: RITONIC Capsules; bottles of 100. 
RITALIN® hydrochloride 


(methylphenidate hydrochloride CIBA) ( i BA 
SUMMIT, NEW JERSEY 
Complete information available on request. 2/2778me 
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OBETROL 


Patent #2748052 


for medical management of obesity 


The different amphetamine combination of choice... 
even in many cases of hyperthyroidism, hypertension, 
coronary artery and other cardiovascular diseases. 


OBETROL incorporates the desired action of amphetamines with- 
out usual drawbacks. 


OBETROL Each 20 mg. tablet or two 10 mg. tablets contain safer, 
longer acting Methamphetamine Saccharate 5 mg., 
with Methamphetamine Hydrochloride 5 mg., Ampheta- 
mine Sulfate 5 mg., Dextro Amphetamine Sulfate 5 mg. 

SUPPLIED: in 10 mg. and 20 mg. tablets in bottles of 100, 500, and 1,000. 

Ref: Plotz, M.: Modern Management of Obesity, J.A.M.A. 170: 1513-1515 (July 25) 1959. 

: Available on prescription at all leading pharmacies. Pa 

ae Write today for clinical samples. Page 753 (RYDE 


OBETROL PHARMACEUTICALS e 382 Schenck Avenue e Brooklyn 7,N. Y. 
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- effective control minimal disturbance 
of inflammatory of the patient's 
and | j chemical and psychic 


2-17 


allergic symptoms” balance 


Substantiated by published reports of leading clinicians: 
< 
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At anti-inflammatory and antiallergic dosage levels, 
ARISTOCORT means: 


e freedom from salt and water retention ©: 
low incidence of peptic ulcer 9. Spice, D.: South. MJ. S0:216 (Feb.) 1987. 10, Feinberg, 
Precautions: All traditional precautions to corticosteroid therapy apply. Dosage pong 
should be adjusted to the smallest amount needed to suppress symptoms. 13. Appel, B.; Tye, M. J., and Liebsohn, E.: Antibiotic Med. & 
Supplied: Scored tablets of 1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white); and end Wiles, J. 
16 mg. (white). Diacetate Parenteral (for intrasynovial and intra-articular injec- 54:648 (Sept.) 1958. 16. Shelley, W. B.; Harun, J. S., and 


tion). Vials of 5 cc. (25 mg./cc.); Diacetate Syrup, bottles of 4 fl. oz. (2 mg. per 5 cc.). Pillsbury, D. M.: J.4.M.A. 167:959 (June 21) 1958. 17. DuBois, 
E. L.: J.4.M.A. 167 :1590. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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new 


for angina pectoris: 


Often Succeeds in Difficult Cases 
Among 48 patients‘ previously treated with 
other coronary vasodilators, ISORDIL was 
demonstrably superior in 37, equivalent in 
9, inferior in 2. 


Markedly Reduces Attacks 

Albert found that 92 per cent of patients re- 
sponded favorably to ISORDIL. During this 
study, anginal attacks were reduced from 
an average of 5 a day to just 1.2 a day. 


Benefits Confirmed by EKG’s 
Electrocardiographic studies by Russek’ 
clearly show that ISORDIL produces a more 
favorable balance between oxygen supply 
and demand following the Master two-step 
test. 


“The most effective medication for the 
treatment of coronary insufficiency 


available today.” 
—Sherber* 


| 
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is} prompt, prolonged coronary vasodilatation 


ae ISORDIL acts rapidly compared with other prophylactic 
ra id onset agents—patients usually experience benefits within 15 
to 30 minutes. Virtually eliminates unprotected periods. 
~ The beneficial effects of a single dose persist for at least 
rolon ed actio 4 hours—therefore for most patients q.i.d.. dosage is 
p highly satisfactory. 


Response of patients treated in various clinical studies" 


consistent effect to date was 85 per cent good, 7 per cent fair, and 8 per 
cent unsatisfactory. 


The only side effect reported has been transitory, easily 


U n U SU rs | } safet controlled headache, normally considered an expression 
, of effective pharmacodynamic activity.? 


References: 


1. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 2. Riseman, J.E.F., et al.: Circu- ; 
with lation 17:22 (Jan.) 1958. 3. Russek, H.I.: Personal Communication (Oct., 1959). 4. Case Reports on File, Ives- iH 
was Cameron Company (1958-1959). 5. Albert, A.: Personal Communication (Oct., 1959). 6. Sherber, D.A.: Personal ii 
t in Communication (Oct., 1959). i 

ISORDIL is a new and effective agent for d 
re- 
his therapy of angina pectoris.” 4 
—Russek* 
re 
sly 
2p 
ves Isosorbide Dinitrate, lves-Cameron 
y 
* 
“6 IVES-CAMERON COMPANY « New York 16, New York 
Literature and Professional Samples Available on Request 


*Trademark 
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Late evening dose doesn’t 
interfere with sleep. 

Since Tenuate is free of CNS stimulation, it can be 
given in mid-evening, when TV snacks run up a 
high calorie count. Doses given to control evening 
snacks will not interfere with sleep.* 

Tenuate cuts the urge to eat. So well, in fact, that 
weight loss on Tenuate averages over 1.5 lbs. a 
week. (see chart) 


Safe—Tenuate can be used 
even in overweight cardiacs 


or hypertensives. 
EKG studies substantiate Tenuate’s lack of appre- 
ciable CNS stimulation. No effect on heart rate, 


blood pressure, pulse or respiration is demonstra- 
ble. Thus Tenuate is particularly well suited for 
hypertensive and cardiac patients — those whose 
weight must come down. 


PROOF OF WEIGHT LOSS** . 

In a series of 102 patients, the following weight losses were obtained: 
Lbs./Week Number of Patients % Patients 
0.10.9 22.54 


23 
50.00 


2.0-2.9 25 24.52 


3.0-4.0 3 2.94 


102 PATIENTS 100% 


i 
4 


Indications: The overweight patient, including adoles- 
cent, geriatric and gravid, as well as special risk situations 
— cardiac, hypertensive, diabetic. 


Dosage - One 25 mg. tablet one hour before meals. To con- 
trol nighttime hunger, an additional tablet taken in mid- 
evening will not induce insomnia. 


References: 1. Huels, G.: Mich. Acad. Gen. Prac. Sym- 
posium, Detroit, 1959. 2. Horwitz, S.: personal communica- 
tion. 3. Spielman, A. D.: Mich. Acad. Gen. Prac. Symposium, 
Detroit, 1959. 4. Ravetz, E.: Mich. Acad. Gen. Prac. Sym- 
posium, Detroit, 1959. 5. Decina, L. J.: Exper. Med. & Surg. 
in press. 6. Scanlan, J. S.: in press. 7. Kroetz and Storck: 
personal communication. 8. Alfaro, R. D.; Gracanin, V., and 
Schleuter, E.: to be published. TRADEMARK! ‘TENUATE? 


THE WM. S. MERRELL COMPANY 
New Cincinnati*+ St. Thomas, Ontario 
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raiders 


TENUATE 


Especially 
for late evening 
snackers. 
Controls hunger 
without 
producing | 
. sleeplessness. 
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pyelonephritis 
cystitis 
prostatitis 
urethritis 


puerperal infections 


...A SINGLE, HIGHLY SOLUBLE SULFONAMIDE 


...COVERS THE PREDOMINANT PATHOGENS 


With its wide spectrum, Gantrisin covers all pathogens predominant 
in the urinary tract,!*> including many resistant strains. Its use in 
cystitis?>-§ often achieves better control than ‘‘...some of the more 
expensive antibiotics.’’! 


... ASSURES SAFETY 


The low toxicity and high solubility of Gantrisin’-** are especially 
important when dysuria in cystitis contraindicates fluid-forcing! or 
when prolonged therapy is required.* 


.|.PROVIDES ROUTINE PROPHYLAXIS 


In routine prophylaxis’*® after surgery and manipulations, Gantrisin 
significantly reduces the incidence and severity of cystitis. Results here 
have been termed ‘‘excellent.’’® 
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ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc + Nutley 10+ N.J. 


Reports in hundreds of leading journals and scores 
of standard textbooks reflect the position of Gantrisin 
as a drug of choice in genitourinary infections. 


(brand of sulfisoxazole) 
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mumps immune globulin 


derived from human venous blood 


Hyparotin provides prophylaxis against mumps 
and its complications. Superconcentration 
permits low dosage volume and minimizes the 
risk of tissue distention. The mumps antibody 
content (165 mg. gamma globulin per cc.) is 
eight times that of the usual immune serum 
globulin and twenty times that of human 
mumps immune serum. 

Dosage: For mumps prevention in children 

the minimum suggested dosage is 1% cc. This 
dosage is doubled or tripled for children over 
twelve and adults, depending on weight and 
delay since exposure. To prevent orchitis 

in men with clinical symptoms of mumps, 
administration of five or more times the minimum 
prophylactic dose as soon after onset of mumps 
symptoms as possible may provide protection. ' 
Transmission of homologous serum jaundice 
or any serious reaction has not been reported. 


For further information 
see PDR page 664, 

Ask Your Cutter Man 
or write to Dept. 0-8C 


CUTTER 


CUTTER LABORATORIES 
Berkeley, California 


Leaders in Human Blood Fractions Research 
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THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


The cervicothoracic area 


Some clinical 


and practical considerations* 


ANGUS G. CATHIE, D.O., Philadelphia, Pennsyl- 
vania 


The term “cervicothoracic area” is an inclusive one, 
designating the upper part of the thorax, the shoul- 
der girdle, and the base of the neck. It is an area of 
vital importance. With it are associated such open- 
ings and spaces as the thoracic inlet, cervicoaxillary 
canal, costoclavicular space, and the axilla. It in- 
cludes a transitional or junctional area of the spine, 
the cervicodorsal junction, where the secondary curve 
of the cervical region becomes continuous with the 
primary curve of the dorsal region, and where there 
is a marked change in the type and degree of motion 
as one region passes over into the other. It marks the 
lower limit of the brachial plexys of nerves, the loca- 
tion of the inferior cervical ganglion, and the termi- 
nation of the lymphatic system. 


Importance of the area 


Not only is it the recipient of diversified forces but 
it is an area of importance in postural changes, as 
may be appreciated when one considers the “syn- 
dromes” associated with it. During the aging process 
it often undergoes early and extensive alterations 
that contribute to the onset of important degenera- 


tive changes. This area also includes the upper part — 


of the thoracic cavity, lodging the pulmonary apices 
and numerous great vessels. Although it is customary 
to think of the thorax as the most important part of 
the respiratory mechanism it is an important suction 
pump, the upper portion of which lies in region un- 
der consideration. 


*Submitted to the faculty of the Philadelphia College of Osteopathy as 
partial fulfillment of the requirements for the degree of Master of 
Science, May 1959. 
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Diagnostic importance * One need only recall the 
frequent parental admonitions to “Stand up straight 
and get your shoulders back” to realize that the cer- 
vicothoracic area is one in which poor postural 
habits may be reflected at an early age. It may then 
be said that even at the “grassroots” level there is an 
awareness that the area is one often involved in poor 
posture. As the process of physiologic aging ad- 
vances there are more frequent and more extensive 
changes at this level. By this time, however, they 
have more often become troublesome and actual tis- 
sue change has taken place. In these years the 
“dowager’s hump” appears and such diagnoses as 
scalenous anterior syndrome, cervical rib syndrome, 


costoclavicular syndrome, and hyperabduction syn- . 


drome become commonplace. 

According to Dorland’s Illustrated Medical Dic- 
tionary, a syndrome is, “A set of symptoms which 
occur together; the sum of signs of any morbid state; 
a symptom complex.” Does recognition of a symptom 
complex constitute a diagnosis? What is the total 
morbid state? What are the possible etiologic fac- 
tors? It is recognized that the majority of these 
“syndromes” do not appear until there is some pos- 
tural change—until there has been directly or indi- 


rectly some departure from a normal state of regional _ 


mechanics. The conditions cited are somatic expres- 
sions of disease, but it must be remembered that the 
same etiologic factors operating to produce them 
are also capable of producing visceral disturbances. 


Vulnerability * From what has been said one may 
ask whether this area is especially vulnerable and if 
so, why? It is, and there are several reasons why. 
Only a few of the more outstanding ones will be 
considered. 
Chief among the features contributing to the pre- 


disposition of this area to change is the orthograde 
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position of man and the effect it has upon the vari- 
ous systems and processes of the body. This position 
provides an opportunity for forces, especially gravi- 
tational, and combinations of forces to be focused 
upon this region, and conditions favoring the crea- 
tion of levers in bending moment are great. Nel- 
son? has pointed out that the conditions under which 
these forces operate are important in determining 
whether or not they will be destructive or nonde- 
structive. Any condition that causes the complex 
system of levers and cantilevers of the body to func- 
tion at a disadvantage results in the role of gravity 
being changed from a compressive force to one act- 
ing adversely, as a part of a bending moment sys- 
tem. Such changes favor biochemical and biophysical 
reactions which are destructive to the body economy, 
or, in other words, result in disturbances of the 
homeostatic mechanism of the body. 


Normal function * The vital processes associated 
with the thorax are especially those of respiration 
and circulation. In the final analysis, they maintain 
the nutrition of the body by transporting essential 
nutritive material to and waste products from all tis- 
sues of the body. The negative intrathoracic pressure 
results in the creation of a suction pump, the impor- 
tance of which lies in its ability to draw venous blood 
and lymph to the area. Propulsive force is given to 
the arterial side of the circulatory system by the 
heart which is, in reality, a force pump. 

Motion and position are important considerations 
for all body tissues. Such terms as “dynamic equi- 
librium” and “balance” imply motion, and motion 
implies change in position. The ability to change 
position—to move—characterizes life. Bodily motion 
or “living anatomy” is not limited to the musculo- 
skeletal structures but applies also to the visceral 
and vascular systems and, indeed, to the individual 
cell. Motion is essential if the proper relationship 
between intracellular and extracellular fluids is to 
be maintained. Motion is then a requirement of the 
homeostatic mechanism of the body. 


Possibilities for disorders 


Disorders caused by force and motion * As was 
previously stated, the cervicothoracic area is formed 
dorsally by the union of the cervical region with its 
secondary curve and the thoracic region with its 
primary curve. The former is characterized by its 
freedom of motion and the latter by its restriction of 
motion, greater stability, and resistance. Thus it be- 
comes evident that a force of inappropriate magni- 
tude or direction or both, traveling downward 
through the cervical region, is suddenly arrested at 
the cervicodorsal junction. The results of such un- 
physiologic expenditure of energy may be disastrous, 
ranging from a simple strain to fracture with com- 
pression of the spinal cord. 

As we acquired the upright or orthograde position, 
the forelimbs are no longer required for support or 
locomotion, with the result that they are freed to 
perform new duties, many of which are skilled acts. 
With such assets are also acquired certain liabilities. 
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The creation of additional levers in bending move- 
ment is an immediate result. The upper extremities 
have been wonderfully adapted to enable man to 
acquire a great degree of manual dexterity. It is also 
true that these parts are suspended from the skull 
and spine and that their position is influenced by the 
shape of the thorax upon which the shoulder girdle 
rests and to which it is attached. 

So important are these relations that we find 85 
per cent of shoulder disorders are associated with 
postural problems of one type or another. It is for 
this reason that patients with shoulder pain and dis- 
ability should have the benefit of a careful postural 
analysis. It should also be pointed out that the area 
is influenced by the condition of postural elements 
above and below as the area responds to the de- 
mands of the proprioceptive system. It is with use 
of such a syndrome as a diagnosis that issue was 
raised earlier. Does such a diagnosis tend to elimi- 
nate the possibility of a search for the true etiologic 
factors being sought, and what effect does this have 
on patient care? 

The results of the assumption of the orthograde 
position, the meeting of two spinal areas of different 
degrees of mobility and the suspension of the upper 
extremities, are thus seen as being capable of con- 
tributing to a host of disturbances in which attention 
is focused on the cervicothoracic area. 

Generally speaking, motion of the upper thoracic 
region is more restricted than it is in the middle or 
lowest parts. Such natural limitation applies to all 
parts of the upper part of the sternum or manubrium 
and to rib motion, as well as to the spinal arthrodial 
joints. The ease with which motion in this area is 
restricted and the difficulty with which it is restored 
is commonly known. The short first costal cartilage, 
the more horizontal position of the upper ribs, and 
the attachment of the muscles of the upper two ribs 


_contribute to this situation. 


Changes caused by aging * With these facts in 
mind, it is interesting to recall the frequency with 
which articular and periarticular changes are found 
in this area. Calcifitation of the first and second 
costal cartilages is a frequent additional change seen 
during the aging process, one that also contributes to 
abnormal and damaging restriction of thoracic mo- 
tility. Changes in the anteroposterior diameter of the 
upper part of the thorax are frequently found; these 
bear a direct relationship to the degree of apical pul- 
monary ventilation present. General restriction of 
upper thoracic motion is then often associated with 
poor ventilation in this part of the lung and may be 
more important in the production of disturbances 
than is generally appreciated. Disturbances of func- 
tion in these parts can produce changes that exist-at 
a subclinical level over a protracted period. They 
are damaging since they contribute to the fatigue 
and impairment of the individual and, if permitted 
to continue, may participate in the production of 
actual disease processes. 

It is in this part of the thorax that changes charac- 
teristic of the aging process first appear. In associa- 
tion with obvious postural change or deformity, the 
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The importance of the area is 
appreciated only if one analyzes its 
integrated structures and functional 

components. The part played by 
vital processes with which the thorax 
is associated and their dependence 
upon mechanically sound 
musculoskeletal parts is beyond the 
comprehension of casual observers 


frequency of the chronic cough of many aged indi- 
viduals and the chronic bronchial irritation increases. 


Relation to thoracic disease * It becomes clear that 
the functions of the upper thorax are important and 
that, regardless of age, the somatic component of 
thoracic disease should be investigated anew. Faulty 
position, restriction of motion, and tissue change 
must be recognized as etiologic factors in the pro- 
duction of such states as hypostasis and disturbed 
pulmonary circulation and ventilation, as well as dis- 
turbances of the musculoskeletal system. 


Anatomic relationships 


Innervation * The relation of the autonomic nervous 
system to the cervicothoracic area is important. Sym- 
pathetic fibers originating in the intermediolateral 
cell column of the spinal cord pass outward through 
the upper thoracic spinal nerves and provide the 
sympathetic fibers passing to the head, neck, upper 
extremity and, in addition, directly and indirectly to 
the cardiac and pulmonary plexuses. The sympa- 
thetic ganglia associated with these nerves are locat- 
ed on the capsular ligaments of the costovertebral 
joints to which they are connected by areolar tissue. 
The inferior cervical ganglion is located between the 
head of the first rib and the transverse process of the 
seventh cervical vertebra. This ganglion is subject 
to the greatest variation but, regardless of the pres- 
ence or absence of such variation, the elements of 
the sympathetic chain pass in this position and could 
thus be influenced by change in the relationship or 
motion of the osseous parts mentioned. 

There are additional relations of the inferior cer- 
vical ganglion worthy of note, in the form of two 
triangles, one lying within the other. The larger may 
be correctly referred to as the cervicothoracic tri- 
angle. It is bounded below by the upper surface of 
the first rib, medially by the lateral border of the 
longus colli muscle, and laterally by the medial 
border of the scalenus anterior muscle. The smaller 
one lying within the cervicothoracic triangle is 
bounded below by the subclavian artery, medially 
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by the vertebral artery, and laterally by the thyro- 
cervical trunk. The inferior cervical ganglion, or 
when it is absent the connecting fibers of the sym- 
pathetic chain, lie within this vascular triangle. 
Such relations place this part of the autonomic 
system close to Sibson’s fascia as it forms a part of 
the cupula of the thoracic cavity. 


Vascular structure * Special studies pursued in 
the anatomy laboratory of the Philadelphia College 
of Osteopathy reveal the presence of numerous small 
veins in this area that are not fully appreciated until 
the larger and better known venous channels have 
been removed. Several of these pass from the mid- 
cervical region downward on the medial part of the 
vertical division of the longus colli muscle and an- 
terior longitudinal ligament to terminate in the ver- 
tebral and subclavian veins. These veins originate 
in the bodies of the cervical vertebrae and longus 
colli muscle. Other small veins are seen to pass up- 
ward from the anterior aspect of the upper two or 
three thoracic vertebrae to terminate in a similar 
manner to those passing from the cervical level. In 
some of the specimens examined there was evi- 
dence of congestion of these veins, Their close rela- 
tionship to the ganglionated chain and its associated 
plexuses in the area suggest some interesting ques- 
tions regarding the possible relationship between 
chronic passive congestion of these veins and re- 
gional disturbances of the autonomics in the area. 
Venous engorgement of the veins lying in the area 
of the brachial plexus is also frequently found. Ob- 
servation and study of these veins is a continuing 
project. 

Variations in the more superficial veins at the root 
of the neck and in relation to the anterior -border 
of the sternocleidomastoid muscle have been ob- 
served. The external jugular vein varies consider- 
ably and a vein lying parallel to the anterior border 
of the sternocleidomastoid muscle is often seen. It 
may terminate in the subclavian, vertebral, or inter- 
nal jugular. Regardless of the presence of vascular 
variations, numerous veins are found in relation to the 
two lower heads of the sternocleidomastoid muscle. 
They are influenced by the tension of this muscle, 
the position of the clavicle, and the tension of the 
regional fascia. At the time of birth, injury to the 
fascia and veins of this area may accompany dif_i- 
cult or complicated labors. If during labor the head 
is forced into extreme rotation the veins on the deep 
surface of the sternocleidomastoid muscle may be 
injured by occlusion as the muscle and fascia are 
made tense. Unless the mechanical alteration is im- 
mediately relieved, the changes outlined by Beesley 
and Johnson® may take place: The lower portion of 
the muscle becomes swollen and tender, and a visi- 
ble tumor is formed—the “sternomastoid tumor” of 
infancy. However, intramuscular replacement fibro- 
sis subsequently occurs. Such injury with its subse- 
quent tissue changes may well favor the onset of 
torticollis. Following such changes in the mechanics 
of the upper thoracic and cervical regions there 
gradually appears a series of scoliotic changes ex- 
tending into the skull. These may result in the pro- 
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duction of asymmetry of cranial structures referred 
to as “scoliosis capitis.” 


Thoracic inlet « The thoracic inlet or entrance to 
the superior mediastinum is bounded anteriorly by 
the upper border of the manubrium of the sternum, 
laterally by the inner border of the first ribs, and 
posteriorly by the body of the first thoracic vertebra. 
At the time of birth the plane of the inlet is hor- 
izontal, a position in keeping with the transversely 
circular thorax of infancy. When the thorax has 
reached its final stage of development, the plane of 
inlet passes downward and forward with the result 
that its anterior boundary lies 1% inches below the 
posterior. This relationship is important in maintain- 
ing proper function and motion that is free from 
undue tension or restriction. Fixed skeletal tensions 
are found, including those of the attached muscles 
and fascia and the position of the osseous parts; 
these are important considerations in many cases of 
the syndromes already mentioned. They accompany 
lesions of the upper thoracic vertebrae and contrib- 
ute to circulatory impairment and incomplete pul- 
monary ventilation, especially of the apical regions 
of the lungs. 


Muscles and fasciae * Certain muscles of the 
thoracic inlet are so placed that they lie in immedi- 
ate relation to or are attached to the osseous struc- 
tures named as bounding the inlet. The sternothy- 
roideus is attached to the manubrium of the sternum, 
and the sternohyoideus to the manubrium and the 
anterior part of the first rib. More laterally the 
scalenus anterior and medius muscles insert on the 
superior surface of the first rib. Sometimes the scale- 
nus posterior is blended with the medius although 
its average point of insertion is to the second rib. 
The first levator costorum inserts on the first rib im- 
mediately beyond its tubercle. The inferior oblique 
and vertical parts of the longus colli pass through 
the posterior part of the inlet, lying in relation to 
the bodies of the vertebrae. These exert a marked 
influence on a relatively limited area and, when fol- 
lowed circumferentially, may be seen as a muscular 
continuation from the thoracic inlet into the cervi- 
cal area. 

The fascia covering the muscles of the intercostal 
spaces is the thoracic fascia; if followed upward, 
it becomes continuous with the fascia of the scaleni 
and that covering the apical parietal pleura, or 
Sibson’s fascia. Sibson’s fascia is attached to the 
transverse process of the seventh cervical vertebra 
and to the inner border of the first rib. It lies deep 
in relation to the scaleni muscles. 


Other relationships * Associated with the thoracic 
inlet are the great vessels of the lower part of the 
neck, clavicular, and superior mediastinal areas. The 
phrenic and vagus nerves and ganglionated chain 
of the sympathetic division of the autonomic sys- 
tem pass through the inlet while superolaterally 
placed the brachial plexus of nerves passes toward 
the cervicoaxillary canal. The visceral components 
of the inlet are the trachea and esophagus. 
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The sternal end of the clavicle separates the 
thoracic inlet from the costoclavicular space with 
the result that the sternoclavicular articulation bears 
a direct relation to both of these passageways. The 
position and structural integrity of both are neces- 
sary if correct position and function of the shoulder 
girdle are to be maintained. When one considers the 
structures enumerated passing through the thoracic 
inlet and the neurovascular bundle passing through 
the costoclavicular space, the condition of the parts 
bounding these passageways and the manner in 
which they function are considerations of utmost 
importance. 


Importance of particular components 


Lymphatic system ¢ The root of the neck is not 
only rich in arteries and veins, but it also marks the 
termination of the lymphatic system. On the left 
side the thoracic duct enters the venous system at 
the junction of the left internal jugular and left sub- 
clavian veins. Gray’st description of the supraclav- 
icular portion of the thoracic duct is worthy of 
quotation: 


Passing into the neck it forms an arch which rises about 3 
or 4 cm. above the clavicle and crosses anterior to the sub- 
clavian artery, the vertebral artery and vein, and the thyro- 
cervical trunk or its branches. It also passes in front of the 
phrenic nerve and the medial border of the Scalenus anterior, 
but is separated from these two structures by the prevertebral 
fascia. In front of it are the left common carotid artery, vagus 
nerve, and internal jugular vein. 


The clinical implications of these relations are great. 
On the right side the lymphatic duct lies in rela- 
tion to the medial border of the scalenus anterior 
close to its insertion and terminates in the right 
subclavian vein. The smaller terminal lymphatic 
trunks of the body, as for instance the jugular 
trunks, also terminate in the great veins of the 
supraclavicular area. 

The lymphatic system removes tissue fluid which, 
because of variations in pressure and consistency, 
did not enter the venous system. The principal force 
responsible for: the propulsion of lymph along the 
trunks is that of respiratory motion. Respiratory ac- 
tivity, tension, and density influence the flow of 
lymph. The tension of connective tissue in general 
and the fascia in particular become of great concern 
in considerations of thoracic movement in relation 
to the flow of lymph. Obstruction of any type that 
impairs the flow of lymph results in a back pressure 
through all afferent véssels, and a resulting stasis 
disturbs the delicate fluid balance in the tissues 
affected. The clinical implications of such obstruc- 
tion to lymphatic flow in the supraclavicular regions 
are almost unlimited. 

The termination of the major lymphatic trunks 
in the great veins of the neck so close to the thoracic 
inlet is highly significant when one considers the 
influence of the “suction pump” action of the thorax 
on both venous and lymphatic flow. It should be 
kept in mind that this same mechanism, plus the 
ability of fascial specializations to hold veins open, 
is important in injuries to the great veins of the 


neck. Air emboli or septic material entering a lacer- 
ated vein in this region may pass into the thorax by 
this route and thence to the superiur vena cava. 


Fascial specialization * An area of such diversified 
motions and related parts must of necessity be char- 
acterized by a multiplicity of fasciae and fascial spe- 
cializations. It is the meeting place of the cervical 
fasciae, thoracic fascia, axillary fascia, and the 
brachial fascia. These may be broken down into 
layers forming compartments and canals or sheaths, 
specializations, and ligaments. As is typical of other 
regions of the body, these connective tissue special- 
izations and structures are blended one with an- 
other, and sometimes thickened to form ligaments. 
These are primarily for the purpose of serving a 
closely integrated number of musculoskeletal func- 
tions, for smooth and coordinated motions, and en- 
hancement of both skeletal mobility and skeletal 
stability. In normal or average states their relation- 
ship to vascular, nervous, and visceral systems is 
well integrated. Under favorable conditions of ten- 
sion, density, or degree of contractility they become 
liabilities to the well-being of vascular, nervous, and 
visceral systems. Integration and interplay is dis- 
turbed, function is impaired, and the “marginal dis- 
ease” resulting may be a contributing factor to ac- 
tual disease. 

The clinical importance of tissue depends upon 
its properties and the manner in which it acts. Fas- 
cia has two important properties: elasticity and con- 
tractility. The former is readily lost and the latter 
is always retained and often increases in degree. 
The function of the body is greatly influenced by 
these properties of fascia. Keefer’ states that the 
essential role of the connective tissue is to connect, 
support, bind, and pack together the various other 
tissues of the body. He goes on to say that all 
products of metabolism and the water from the 
célls that go to the blood and lymph pass through 
connective tissue, and that extracellular fluid is 
held mainly in the connective tissue or intercellular 
spaces. 


Interrelationships of fasciae * The numerous fas- 
cial specializations found in the cervicothoracic re- 
gion are related to one another both structurally and 
functionally. The fascia colli, pretracheal, preverte- 
bral, Sibson’s, pectoral, costoclavicular (costocor- 
acoid ), axillary, and thoracic fasciae are some of the 
important named specializations of the region. It 
is not the purpose of this paper to give detailed 
descriptions of these structures but rather to point 
out the great clinical implications and practical con- 
siderations of the area. These fasciae are seen as 
forming planes between which neurovascular bun- 
dles pass, suspensory structures or bands, lining 
of spaces and canals, strengthening bands or liga- 
ments, and as supporting structures. 

The clavicle is interposed between the general 
investing layer of the cervical fascia, the fascia colli 
above and the pectoral, clavipectoral, and thoracic 
fasciae below. The thoracic inlet may be thought of 
as the level at which several layers of these fasciae 
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The importance of the area is 
great when one considers the 
cardiorespiratory mechanism alone. 


To envision these systems in terms of 
balanced nutrition is but to point 
to the area as one vitally concerned 

with homeostasis, and therefore 
with the health of the body 


connect or at which their functional relations and 
interaction are important. 

Ensheathing the trapezius and sternocleidomas- 
toid muscles, the fascia colli attaches along the 
upper border of the manubrium of the sternum and 
inner aspect of the clavicle. Along the manubrial 
attachment it splits into two layers to form the 
space of Burns. A lateral extension of this space 
behind the sternocleidomastoid muscle is the space 
or diverticulum of Gruber. An instrument passed 
into this diverticulum will lie behind the sterno- 
cleidomastoid and in front of the insertion of the 
scalenus anterior muscle. 

Beneath this general investing layer is the middle 
or pretracheal layer of the cervical fascia. When 
followed downward through the thoracic inlet and 
into the superior mediastinum it is found to become 
continuous with the fascia over the great vessel 
area and to blend distally with the pericardium. It 
forms somewhat of a “suspensory” function in this 
area and, because of its continuity, is the important 
part of the mechanism involved in Oliver’s tracheal 
tug. Traced laterally the pretracheal fascia joins 
with a prolongation of the prevertebral fascia to 
form the carotid sheath. Further laterally it forms 
a sheath for the subclavian vein and attaches to the 
inner aspect of the clavicle. Its attachment in this 
location brings it into direct relation with the pos- 
terior layer of the clavipectoral fascia (costocora- 
coid membrane) as it attaches to the posterior bor- 
der of the clavicle. 

The prevertebral layer of the cervical fascia lies 
in front of the vertebrae of the region, the longus 
colli muscle, and the scaleni muscles. As has been 
mentioned, it assists in forming the carotid sheath. 
It continues downward into the thorax, and thus the 
prevertebral space of the cervical area is directly 
continuous with that in the thoracic region with the 
result that a retropharyngeal infection may readily 
pass into the thorax. 

There is a certain amount of value in thinking 
of the clavicle as being interposed between the 
cervical fascia above and the fasciae of the thorax 
below. It is readily seen that the cervical fasciae 
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and the fasciae of the thoracic region attach to the 
clavicle and that, in some instances and to some de- 
gree, they are continuous. Connected with these 
both structurally and functionally is the axillary 
fascia. An important connecting link in this mecha- 
nism is the clavipectoral fascia. 


The clavipectoral membrane « The clavipectoral 
membrane (coctocoracoid membrane) is worthy of 
special consideration because of its connections and 
relation with the costoclavicular and axillary spaces. 
It is a specialization lying deep to the pectoral fas- 
cia. Above, it encloses the subclavius muscle, its an- 
terior and posterior layers attaching along the an- 
terior and posterior borders of the clavicle. Its 
mediolateral extent as a well-defined membrane is 
from the first costal cartilage to the coracoid process 
of the scapula. A thickening or strengthening of the 
part lying in front of the subclavius muscle and 
extending from the first costal cartilage to the 
coracoid process has been referred to as the “costo- 
coracoid ligament.” Immediately below the lower 
border of the subclavius the two layers unite to 
form a single layer which continues downward. 
Upon reaching the upper border of the pectoralis 
minor muscle the fascia again splits into anterior 
and posterior layers to surround that muscle. At 
the lower border of the pectoralis minor the layers 
once more unite, forming a single layer to be called 
the suspensory ligament of the axilla, since it blends 
with the axillary fascia. 

That portion of the clavipectoral fascia immedi- 
ately below the clavicle and between the pectoralis 
major medially and the deltoideus laterally forms 
the floor of the deltopectoral triangle through which 
the coracoid process is often palpated. The strong 
fibers of the upper part of the anterior layer of the 
clavipectoral fascia lying in front of the subclavius, 
together with the muscle itself, form a splintlike 
structure that is of value in care of some clavicular 
fractures. It has been referred to as an “anatomic 
splint.” 

It is because of the connections of the clavipec- 
toral fascia between the clavicle above and the ax- 
illa inferolaterally that the apex of the axilla is 
drawn upward and its walls tightened when the arm 
is elevated. These relations should be recalled when 
the “hyperabduction syndrome” is considered. 


Pectoral fascia * The fascia of the pectoralis ma- 
jor passes laterally to assist in the formation of the 
anterior axillary fold. It then passes laterally blend- 
ing with the fascial sheaths of the musculature of 
the medial and anterior aspects of the arm. These 
connections are found to play an important role in 
deformity of internal rotation of the arm, restriction 
of abduction, and external rotation in the glenohum- 
eral joint, and thus play a part in what might well 
be referred to as thoracobrachial pain and chronic 
myofascitis in relation to the deltoid insertion. Ex- 
amination of the insertion of the pectoralis major 
reveals its lower extension passing downward along 
the lateral lip of the intertubercular groove of the 
humerus, where it blends with the medial side of 
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the insertion of the deltoid muscle. It is impossible 
to separate these structures at this point. Before 
reaching this insertion the pectoral fascia divides to 
surround the short head of the biceps brachii and 
coracobrachialis, and a separate slip surrounds the 
tendon of the long head of the biceps brachii. Con- 
siderable variation in the strength and definition of 
the latter slip exists. 


Structural disorders 


Poor posture * When the shoulders are drawn 
downward and forward, as is seen in the typical 
case of poor posture, there is created a drag capable 
of producing widespread changes through alteration 
in tension throughout an extensive area. The hum- 
eral head is internally rotated in the glenoid cavity 
while posteriorly the rhomboid muscles and latis- 
simus dorsi with their fascia are made tense. There 
is a drag on the upper and middle parts of the 
trapezius. 

It should be noticed that the muscles named in 
the last paragraph may be considered as padding 
muscles of the thoracic wall. If the internally ro- 
tated shoulders are now considered, it becomes clear 
that they become a drag on the upper part of the 
thorax. Not only is there a strong possibility that 
there will be altered structural alignment of the cer- 
vical and thoracic regions of the body and an as- 
sociated decrease in the anteroposterior diameter of 
the thoracic inlet, but there is also a strong possi- 
bility of unphysiologic fixed tensions of the muscles 
and fascia of the region capable of disturbing neu- 
rovascular structures. The vital functions of the 
thorax are being impaired, and although this im- 
pairment may be at a subclinical level, it is dam- 
aging to the economy of the body and contributes 
to the fatigue and impairment of the individual. 


Tension * Tension or shortening of the muscles 
and fascia padding the thorax result in limiting 
thoracic motion. The fixed postural tension result- 
ing is often seen to result in a flexion deformity of 
the upper thorax with its typical cervicothoracic 
kyphosis. Tension of the muscles and fascia of the 
area, including those of the cervical area, hamper 
the flow of blood and lymph, contributing to im- 
paired arterial supply to and venous and lymphatic 
drainage from large regions of the body. Venous 
and lymphatic congestion is marked since the flow 
of these fluids depends to considerable degree upon 
the activity of the muscles and fascia and the suc- 
tion-pump action of the thorax. 


First rib disorders * The brachial plexus of nerves 
and the associated subclavian and axillary vessels 
are important occupants of the area. After emerg- 
ing from the intervertebral ducts or foramina, the 
nerves forming the plexus lie between the scale- 
nus anterior and medius muscles. Drawing the 
arm forward brings the plexus in close contact 
with the scalenus anterior, while drawing it back- 
ward carries the plexus into close contact with the 
scalenus medius. An archlike band of fascia passes 


between the insertions of the scalenus anterior and 
medius which, when thickened or tightened, is cap- 
able of acting as anatomic pincers upon the lower 
trunk of the plexus. It is also important to note 
that the lower trunk of the brachial plexus crosses 
the inner border of the first rib before reaching its 
superior surface where the muscular relations just 


described are found. The majority of first rib lesions _ 


are those in which the shaft has been drawn upward 
and the head downward at the first costovertebral 
joint. Such changes may alter the tension of the 
tissue upon which the inferior cervical ganglion is 
resting and in addition act as a source of irritation 
to the lower trunk of the brachial plexus. Symptoms 
referable to both the spinal and sympathetic nerves 
may result. 

The first rib is atypical in both structure and in 
the type of motion of which it is capable. Its princi- 
pal motion is through the sagittal axis, while only 
slight motion is possible through the oblique axis. 
This is primarily because of the shortness of the 
first costal cartilage. Unilateral elevation of the first 
rib predisposes to rotation-sidebending lesions of the 
first thoracic vertebra. In such instances, the spinous 
process of the first thoracic segment is deviated to 
the side of the elevated rib. 

First rib lesions, in which the shaft of the rib is 
elevated or lesions of the clavicle cause it to lie 
closer to the first rib, are capable of narrowing the 
costoclavicular space. Another possible source of 
irritation to the neurovascular supply of the upper 
extremity becomes clear, although it frequently is 
referred to as the costoclavicular syndrome, because 
of the immediate extensive musculoskeletal change. 


Scapular change * The greater musculoskeletal 
change may, and often does, include change in the 
position of the scapula so that the coracoid process 
is lowered. The axillary vessels and the brachial 
plexus pass beneath the pectoralis minor muscle im- 
mediately below the process. When the arm is at the 
side the axillary vessels and brachial plexus describe 
a curve, the convexity of which is upward. When the 
arm is in the horizontal position these structures are 
in a straight line. When the arm is elevated over the 
head, hyperabducted, they form a curve the con- 
vexity of which is downward, and the concavity of 
the neurovascular bundle is brought in close contact 
with the coracoid process. This is referred to as the 
hyperabduction syndrome. Like the previous syn- 
drome, it is only a part of a more extensive mus- 
culoskeletal change. It is not too frequently found 
in the young but is associated with an older age 
group or with occupational position favoring the 
production of strain or fixed postural tensions. 


Summary 


A few important considerations may be pointed 
out upon which a whole host of clinical implications 
may be drawn and applications made, as the cer- 
vicothoracic area is considered. 
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It is an important junctional or transitional area 
of the spine, marking the union of two regions of 
the body. It is an area upon which many diversified 
forces converge. The orthograde position of man has 
resulted in the production of many complicated bio-. 
physical problems. 

The thorax is a suction-pump and the cervico- 
thoracic area marks the location of the thoracic 
inlet where pressures and motion of parts play an 
important role in determining the efficiency of this 
action. 

The termination of the lymphatic system in the 
thin-walled veins of this region and the proximity 
of the great vessel area to the upper part of the 
thorax point to the part played by this area of the 
body in the maintenance of fluid balance. It forms 
an important part of the homeostatic mechanism 
of the body. 

The closely related brachial plexus of nerves, the 
vagus and phrenic nerves, and the widespread 
distribution of sympathetic fibers from the ganglia 
of the area, indicate the great neural influence asso- 
ciated with the area. 

The musculofascial tissues of the region are seen 
as being arranged in functional groups, regional and 
interregional for the purpose of integration and in- 
terplay. 

The vital processes associated with the area are 
worthy of the greatest consideration in connection 
with the aging process and their part in degenera- 
tive diseases. 

The importance of the cervicothoracic area is 
appreciated only if one analyzes its integrated struc- 
tural and functional components. The part played 
by the vital processes with which the thorax is as- 
sociated and their dependence upon mechanically 
sound musculoskeletal parts is beyond the com- 
prehension of the casual observer. There is no doubt 
that the importance of the cervicothoracic area is 
great when one considers the cardiorespiratory 
mechanism alone. To envision these systems in 
terms of the balanced nutrition is but to point to the 
area as one vitally concerned with the homeostatic 
mechanism, and therefore with the health of the 
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SARGENT JEALOUS, D.O., Portland, Maine; 


The radiologist’s competence reflects the quality of 
his training. A question for us in the field is whether 
we are tradition-bound in our residency training 
programs or are keeping up with the times. Is our 
training program a mutually enriching experience 
for residents and their teachers, or does it represent 
rather a barren conformity to the past, taking no note 
of the current rapid progress in education? 

The wide ramifications of present-day medical 
knowledge make specialization a necessity. In radi- 
ology particularly, the rapid expanse of the field and 
increased need for specialization make it imperative 
that we sponsor adequate residency training pro- 
grams. Our profession has mushroomed in many 
sections of the country, to become a leader in the 
field of the healing arts. It therefore behooves us in 
our particular specialty to look critically at our resi- 
dency training programs. What is their purpose? 
What do they include? What constitutes a good 
residency training program? Should we establish 
more residencies, or instead concentrate on the qual- 
ity of training? 

In the past 20 years we have grown from a hand- 
ful of radiologists to more than 100, with a College 
and a Board of Radiology within the osteopathic 
profession. There are forty-four available residen- 
cies, which, on the basis of a minimum of 3 years’ 
training, should produce fifteen additional radiolo- 
gists each year. In 1938, there were less than 400 
osteopathic hospital beds; today there are almost 
14,000. This rapid expansion is gratifying, but be- 
fore we become euphoric we should perhaps re- 
evaluate our philosophy and readapt our training 
programs with an eye to the future. 

The responsibility that radiologists carry in ad- 
vancing medical progress is a broad one. Not only 
must the institutional radiologist keep up with all 
the advances and evaluate them in terms of the needs 


*Presented at the annual meeting of the American Osteopathic College 
of Radiology, Boston. October 28, 1958. 
tDr. Jealous died June 4, 1959. 
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The philosophy of residency training* 


of his hospital, but he must maintain an adequate 
training program for interns and residents, for whom 
more training than ever before is required. The fields 
of radiation physics, biology, and isotopes are rapidly 
expanding. The new doors which are opened in 
these fields present new challenges. In short, there 
is never a static moment in our profession. 


Trends in radiologic training 


There is no scientific evidence upon which to es- 
tablish the optimal period of training. The tradi- 
tional minimum of 3 years probably was derived 
from the practice of other specialties, which seem 
to have arrived at this figure by some unknown 
process of divination. Into this arbitrary space are 
crammed basic and clinical experiences. All these 
factors may make the training program a series of 
short, unrewarding, and seemingly unrelated glimpses 
into the various phases of radiology. The resulting 
“loose ends” may never be tied together satisfactorily. 

The general changes now taking place in postgrad- 
uate education may in some instances be revolution- 
ary. In the first place, small training programs are 
either being discontinued entirely or becoming amal- 
gamated with more complete programs, since in- 
creased specialization demands facilities and oppor- 
tunities not available in many institutions. Secondly, 
the competition for residents is enforcing improve- 
ment in training opportunities, because the programs 
that offer the best professional education attract the 
best candidates even though the stipends may be 
comparatively low. Institutions which maintain resi- 
dency programs largely for reasons of local prestige, 
attempting to meet the competition by increased 
remuneration eventually find that permanent gains 
can result only through improved opportunities for 
training. Thirdly, our colleges will undoubtedly con- 
tinue to play an increasing role in postgraduate edu- 
cation, and affiliation with such schools in training 
programs will become increasingly necessary and 
desirable. 

Residencies in the college environment will prob- 
ably continue to be the most desirable; however, 


outstanding educators in nonaffiliated hospitals will 
also be recognized. Affiliation and integration affect- 
ing hospitals in different areas will receive more at- 
tention, and working agreements will be established 
among different hospitals in a given area. Postgrad- 
uate training will become a more truly educational 
endeavor, with less tendency to exploit residents in 
connection with routine service needs. 

It is evident that the duration of the training pe- 
riod will have to be increased, but in addition, more 
1-year specialized programs must be made available. 
The question becomes, who is going to pay for all 
this? The cost of providing internship and residency 
training is already a serious problem for most insti- 
tutions, and there appears to be no satisfactory solu- 
tion to this problem in osteopathic education: Post- 
graduate fellowships in other fields of education, 
especially the Humanities, carry stipends two or 
three times as high as fellowships or residencies in 
osteopathic hospitals. The fact that the radiologist 
can expect a greater income later on hardly affects 
the seriousness of the immediate problem. Some 
hospitals can afford the expense of fellowship train- 
ing only by incorporating the program in the opera- 
tion of a department with two or more radiologists, 
with the trainee doing relief work so that the staff 
members have occasional opportunities to go away 
for postgraduate work. 

Despite the obstacles, however, postgraduate edu- 
cation in our field is progressing and will continue 
so if we keep abreast of the times and do not cling 
to tradition. Of paramount importance is the princi- 
ple that the radiologist is first and foremost a phy- 
sician. 


Selection of residents 


Many years ago, it was considered unwise to enter 
a specialty without 5 to 10 years of general practice. 
Much can be said of this basic wisdom, but today 
few people have the financial means. On this point 
the principle must perhaps be adapted to the times, 
although there is reason to believe that a general 
practice background is especially helpful in the study 
of radiology. Nevertheless many trainees are now 
going directly from internship into residency. 

In discussing the general practitioner versus the 
intern, as a candidate for resident training, some edu- 
cators claim that the intern is easier to teach because 
he is easily molded, whereas a general practitioner 
is resistive. The younger man is perhaps faster at 
realizing the details necessary in the practice of 
radiology; the general practitioner, not being used to 
infinite detail, may have a more difficult adjustment 
to make. In matters concerning the problems and 
pressures of the referring physician, however, gen- 
eral practitioners are especially fortunate, and this is 
one of their strongest points. It is difficult to obtain 
that type of appreciation without having had the ex- 
perience. 

The older man coming from practice is usually 
more strongly motivated as he has in all probability 
formulated a specific desire to serve people through 
the medium of radiology. The basic motivation may 
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of course be in the younger man also, but this cer- 
tainly does not happen as often. 

Then too, it is possible that the intern may find 
he has chosen the wrong specialty; the average in- 
tern cannot possibly be as certain of what he wants 
as can the experienced practitioner. Moreover, he 
is much more likely to be too engrossed in his spe- 
cialty, despite time spent in short periods of full-time 
service in other units. The well-motivated general 
practitioner will remain the better rounded physi- 
cian. It will perhaps be harder for him to learn new 
material, but in doing so he will appreciate it all the 
more, and will realize to a greater degree the effort 
and responsibility entailed in the education of a radi- 
ologist. 

An interesting aspect of modern medical education 
is exemplified in the more relaxed and broader ap- 
preciation shown by recent graduates who in their 
preparation for the osteopathic profession have taken 
a minimum of scientific subjects and have spent more 
time in the Humanities. These men in the future 
may be more adaptable than those of us who are 
loaded with an unbalanced scientific pre-osteopathic 
education. A broad-based undergraduate education 
is an important asset in specialty training. 

Often the inquiries that hospitals receive concern- 
ing residencies ask for lists of all available openings. 
The applicants do not specify an interest in any one 
or two particular types of residency. Certainly this 
attitude increases the difficulty of choosing a resi- 
dent. A prominent reason for such lack of a specific 
goal seems to be a negative rather than positive 
attitude—the applicants are simply choosing not to 
go into practice, because of fear of insecurity and 
lack of self-confidence. Other groups of applicants 
have a more substantial reason: They find it eco- 
nomically advantageous to become specialists as soon 
as possible, rather than waiting for preferences to 
develop. 

The problem of selection may be further compli- 
cated by a chauvinistic attitude on the part of ad- 
ministration. We must find a method for culling ap- 
plicants that will insure the unprejudiced selection 
of qualified, well-motivated men. One method which 
might offer help to our profession’s committees on 
education and evaluation would be to make use of 
the tests of individual aptitudes, abilities, and mo- 
tivations which have been developed by various 
agencies. Those of the Human Engineering Labora- 
tories, for example, have made an excellent record in 
the prevention of “misfits.” The results of the tests 
offer convincing evidence to the candidate as well as 
to his family or friends who may be “pressuring” 
him toward a specialty for which he is not suited. 
Such tests provide basic information which should 
be sufficient to help evaluate applicants for residency 
training. At present, analysis of results is based on 
interpretation from general knowledge, but the tests 
could be developed along specific lines by establish- 
ing a testing program for all interns, let us say, in a 
selected hospital, and retesting the same physicians 
annually during internship, residency, and the early 
years of practice. The information gained would 
guide the preparation of aptitude tests in various 


521 


a 
A 
if 
= 
4 
4 
4 
4 
4 
3 
Re 
q 
Fi 
q 
4 
i 
; 
| 
a 
A 
| 
j 
i 


areas. A more immediate—and costlier—way to ob- 
tain information would be to test fifty individuals in 
each specialty. It is obvious that these tests, even 
without improvements, would be of definite value in 
judging an applicant’s ability for and adaptability 
to radiology. 

In the Osteopathic Hospital of Maine, more than 
half of the residents trained have had experience in 
general practice prior to their residency. At present, 
evaluations of candidates are made by the heads of 
all departments of the hospital, not merely the de- 
partment concerned with the training program. Each 
department head is requested to fill out a sheet on 
which he makes notations as to the candidate’s gen- 
eral appearance, character, morals, habits, aptitude 
for the residency sought, performance as an intern 
(if it is known), pertinent information about his 
marital and financial status, and most important, his 
over-all potential as a representative physician or 
specialist. Is he introverted or extroverted? Can he 
inspire confidence and get along with people? Is he 
aware of the practice potentials in his particular 
specialty when he completes his training? What are 
his motivations? 

This type of investigation probably represents un- 
der present circumstances an adequate evaluation, 
although these interviews hardly suffice for determin- 
ing capacities of inductive reasoning, creative imagi- 
nation, and structural visualization. Another point 
that is not covered, and one that in fact is often over- 
looked entirely, is the factor of color blindness. The 
ability to distinguish the color green is especially im- 
portant—according to some authorities, a person 
with green-blindness cannot succeed in radiology, 
and particularly in fluoroscopy. People with some 
kinds of color blindness can adapt themselves to the 
different shades of black and gray, but green-blind- 
ness cannot be compensated. 

If we want our specialty to grow, we must give 
more attention to the basic needs for good residency 
training.. The vacancies should be filled only with 
capable, well-motivated men. A department head 
should not fill a vacancy merely for the sake of hav- 
ing a resident, who will take 2,200 hours of the staff's 
time and 3 years of his own life, and at the end may 
not make a good radiologist. 


The training program 


The problem of preceptorship versus residency 
must be considered in a discussion of training pro- 
grams. It is true that many of our best radiologists 
today are men who, through their particular abilities 
and aptitudes joined with perseverance and stamina, 
have molded themselves without significant amounts 
of formal radiologic training into experts in their 
fields. They were the pioneers, and they have per- 
petuated their skills through their training of many 
of the younger men in the field. About 5 years ago 
this profession honored one of its outstanding radi- 
ologists who had directly or indirectly trained 62 per 
cent of the radiologists available at that time. This 
man had learned his radiology through preceptor- 
ship, but it is certain that he would not recommend 
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this as a satisfactory training program under present 
conditions. 

Those of us who have experienced training both 
through preceptorship and residency feel that there 
is no real comparison; the inadequacy of preceptor- 
ship is quite apparent. The preceptorship is a part- 
time study in which the continuity and correlation 
are always being interrupted and revised. In a pre- 
ceptorship the atmosphere of formal education is 
lost. Tumor boards, tissue committees, and clinical- 
pathologic groups seldom meet at a time when the 
trainees’ attendance is possible. There is little time 
available for bedside consultations, and it is the rare 
trainee who is constantly available for emergency 
service when quick decisions have to be made. There 
are undoubtedly good radiologists who have had the 
ability to mold themselves through preceptorships, 
but this is not a satisfactory method. One must be- 
come a resident and live radiology 24 hours a day. 
There is no room for a half-hearted attempt if the 
ultimate beneficiary of his knowledge, the patient, 
is to be served. 

Basically, one might say that 3 or 4 years of pre- 
ceptorship are worth no more than 1 year of resi- 
dency training. 

In planning a residency program, the available 
teaching personnel must be considered. This is a 
problem which each hospital must solve for itself, 
but it certainly seems desirable that all available 
personnel be allied to a residency program in order 
to promote a broadly based education for the radi- 
ologist. Another important basic aspect is the neces- 
sity for indoctrination. This is often overlooked in 
the training of residents. Such instruction should be 
given early in the course and should include a dis- 
cussion of the philosophy of radiology, emphasizing 
always that the radiologist is first of all a physician. 
The resident should also become familiar with the 
history of radiology and review the literature avail- 
able on this subject, such as O’Brien’s History of 
Radiology and Glasser’s biography of Dr. Wilhelm 
Conrad Roentgen. 

Once the resident has been introduced to the back- 
ground of radiology, he should join in discussion 
conferences on the philosophy of the department 
with which he is associated and the residency pro- 
gram which is planned for him. In order to prevent 
any misunderstanding, a resident should be made 
familiar with the requirements of the various phases 
of radiology. Another subject on which discussions 
would be fruitful is that of professional ethics, par- 
ticularly with regard to relationships between the 
resident and the radiologist, the departmental staff, 
the medical and administrative staffs of the hospital, 
the other residents and interns, and above all, the pa- 
tients with whom the resident comes in contact. 

In the attempt to standardize residency programs, 
specified time periods have been suggested, but 
where only one or two residents are in training such 
a schedule is not feasible, except insofar as it in- 
volves collaboration with other specialties, or formal 
courses in basic sciences, radiation physics, and radi- 
ation biology or arrangements for exchange residen- 
cies. It is rather difficult to set a time limit on each 


segment Of residency education. Of course, we all 
understand that all portions of the training program 
are a continuing educational process. Skill in dark- 
room procedures may be difficult for some trainees, 
roentgen technics for others, fluoroscopy for others, 
and so on, but the training in each area should be 
continued until the resident is competent in that 
particular field. 

The practice of clinical radiology requires a great 
deal of correlation, and the resident should be en- 
abled to associate with other departments in the hos- 
pital so that he may become fully aware of specific 
contributions to his field from surgery, internal medi- 
cine, pathology, etc. It is especially important that 
the resident spend time in the departments of pathol- 
ogy and internal medicine. It would be advisable 
for him to engage in at least 2 to 3 months’ full-time 
service in each of these departments. In the depart- 
ment of pathology, he would be expected to gain an 
understanding of basic principles, of macroscopic 
and microscopic pathologic signs and their associa- 
tion with disease processes as viewed on the roent- 
genogram, and above all to further his knowledge of 
the diagnosis of cancer. The time spent would be in 
addition to that required for evaluating the patho- 
logic changes in cases being processed in the depart- 
ment of radiology. 

The resident should receive basic training in ra- 
dioisotopes, although the amount required is hard to 
evaluate. According to a recent article by Dr. Edith 
Quimby in the Roentgen Ray Journal, a minimum of 
100 hours should be stipulated. Additional hours 
would depend on the particular isotope the resident 
and radiologist were interested in. There are only 
twenty-six institutions in this country giving isotope 
training to their own residents as well as those from 
elsewhere. There are approximately 500 people en- 
rolled in these programs, of whom only one-third 
study more than 2 weeks. There are one to forty 
students in each class and the fee varies from zero 
to $700. 

On the internal medicine service, the resident 
would gain understanding of the problems of the in- 
ternist as they apply to diagnosis, especially those 
associated with requests for radiographic examina- 
tion. He would also gain knowledge as to the prep- 
aration and handling of very ill patients, particularly 
those with cardiovascular disease and diabetes, who 
are so often referred to the department of radiology. 

In addition to the time spent in other clinical de- 
partments, the resident should be allowed time for 
basic science review in courses given at our colleges. 
Radiation biology and physics will in most cases 
have to be studied outside the resident’s hospital. 
These courses should be taken as available and will 
probably be more helpful if they are taken twice. 
Some of the osteopathic colleges have offered most 
helpful courses in these subjects at the postgraduate 
level. 

The idea of exchange residencies has been dis- 
cussed for many years but has been put to very little 
actual use. Such exchange offers method of exposing 
the resident to the training and philosophy of their 
departments, and especially helpful experience when 
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residents from smaller institutions go to larger insti- 
tutions. Ideally, a resident should spend a month in 
each of two different hospitals during his third year 
of residency. 

The handling of patients is an important yet some- 
what neglected aspect of resident training. We are 
busy, and in the routine association with patients we 
tend to overlook one of the greatest assets of doctor- 
patient relations, and that is actual personal contact. 
We must teach the residents the art of comforting 
and reassuring patients, especially in using our well- 
trained hands to soothe with a friendly touch, hand 
clasp, or pat on the back. We must teach the value 
and necessity of more personal attitudes. 

This profession requires a great deal of self dis- 
cipline and humility, if the individual is to become 
an honest, sincere, and successful physician. There 
is certainly nothing glamorous about the practice of 
medicine. Many of our young men and women come 
into the practice of medicine feeling that it is a 
glamorous profession; actually, physicians are ser- 
vants who often feel that the burden is too great. 
However, if we are well motivated, and sincere and 
honest in our objectives, we are able to meet the 
various trials and difficulties that face us throughout 
our life as physicians. The goals should be clearly 
set before the student-physician at the very outset of 
his training. The period of residency might well be 
considered the time of most rapid advancement in 
all respects, provided the trainee is given appropriate 
opportunities. 


Summary 


Educators and administrators responsible for the 
training of residents in radiology tend to cling to 
established patterns rather than continually modify- 
ing the program in accordance with changing times 
and a dynamic philosophy. A basic tenet of the 
philosophy is that residents are trained not as a 
source of cheap help but as potential physicians who 
should emerge well equipped to handle the increas- 
ingly complex problems of medical care. The avail- 
able pool of competent radiologists must be con- 
stantly increased, not for chauvinistic reasons, but 
simply in order to meet the valid and urgent de- 
mands not being placed on the profession by all the 
allied medical specialties. Developments in radiation 
physics have brought to the radiologist the necessity 
for learning skills undreamed of by his predecessors 
in the field. It is imperative that residency training 
programs be adapted to present and future needs 
rather than past forms and concepts. 

Specifically, the arbitrary time limit for residency 
training should be reexamined with a view toward 
more elasticity. The over-all period should be length- 
ened for specialists in radiology; at the same time, 
more short-term programs should be available for 
specialists in other fields. The training program 
should be made large enough, through amalgamation 
of small programs if necessary, to provide adequate 
equipment and opportunity for clinical participation. 
The problem of costs should be faced specifically 
and realistically by all members of the profession. 
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Applicants for residency training should be judged 
on the basis of their aptitude, qualifications, and par- 
ticularly their motivation. Whether a resident should 
come fresh from internship or spend some years in 
practice first is debatable. The general practitioner 
will have the advantage of a well-rounded back- 
ground, but may find it difficult to learn the special 
skills required. The younger intern will have no dif_i- 
culty in centering on specialized skills, but may not 
be able to develop appreciation of broad medical 
problems. In either case, positive motivation will be 
a factor for success. Aptitude tests should be devel- 


JOHN W. PHARDEL, D.O., Mount Clemens, 
Michigan 


Death will overtake almost 3 per cent of all infants 
before they reach their first birthday. Of these, 75 
per cent will die in the immediate neonatal period 
and 90 per cent within the first week of life. Of all 
the neonatal deaths 50 per cent involve prematurity. 
Other specific causes of neonatal mortality cover a 
wide range of medical and surgical problems whose 
prompt recognition and management may well hold 
together the thin thread which keeps the infant from 
death. It is the purpose of this paper to foster an 
awareness of possible surgical diseases of the new- 
born and to briefly outline their diagnostic criteria 
and management. It is not intended to introduce 
anything particularly new but rather to bring into 
focus certain concepts of diagnosis and management 
which are often forgotten. 


General considerations 


While a large proportion of operations performed 
on infants and children are elective, there are many 
instances in which surgical correction of an abnor- 
mality is urgent. In nearly all such cases operation 
is performed to relieve a condition caused by some 
congenital defect which in the immediate period or 
perhaps later in life might prove to be a serious 


*Presented at the Annual Clinical Assembly of the American College 
of Osteopathic Surgeons, Los Angeles, October 26, 1959. 


524 


Surgery of infancy and childhood* 


oped and routinely used as an aid in evaluating 
potential residents. 

Under modern conditions, preceptorships cannot 
be considered to offer adequate training in radiology, 
Residency programs must be developed that will in- 
clude the following: Suitable indoctrination in gen- 
eral and specialized philosophic concepts; opportu- 
nity for basic science review as well as courses in 
new subjects; adequate basic and clinical training in 
cognate fields; exchange residencies at other institu- 
tions; careful attention to problems of patient-physi- 
cian relationships. 


handicap, either to life itself or to proper growth and 
development. 


Fluid Balance * The majority of conditions to be 
discussed involve abnormalities of the gastrointesti- 
nal tract. One of the first problems in care of these 
tiny patients is that of correcting fluid and electrolyte 
deficits which have come about as the result of pro- 
longed vomiting or diarrhea. 

In this regard a few words of caution are in 
order. First, all fluids in infants and children should 
be administered by the intravenous route and not 
by hypodermoclysis.1 This point cannot be too 
strongly emphasized. If one remembers that oliguria 
in such patients is caused by a decrease in circulat- 
ing volume it should be apparent that the adminis- 
tration of a hypertonic solution by hypodermoclysis 
will only serve to draw more fluid out of the vascular 
spaces into the interstices and thus still further de- 
crease the circulating volume. 

The second point of importance is that no potas- 
sium should be administered until urinary flow is 
established. It is not necessary to be specific in the 
selection of proper electrolytes in the initial period 
of treatment. When the plasma circulating volume 
has been restored and urinary output is established 
the kidney, which is the world’s best biochemist, will 
sort out the electrolytes and fluids for the physician 
—who is usually the world’s worst biochemist. 

Many of the difficulties arising in connection with 
surgical treatment of infants concern the loss of 
blood. A surgeon who is accustomed to caring for 


adults may fail to properly avoid small blood loss. 
It should be borne in mind that a loss of 50 cc. of 
whole blood in a 6-pound infant represents approxi- 
mately one sixth of his total blood volume.? 

An additional point to be emphasized is that ex- 
cept in cases of extreme emergency one should avoid 
operating upon infants with a rectal temperature 
over 101 F. 


Proper diagnosis * Although vomiting is one of the 
most frequent presenting signs in surgical diseases 
of the newborn, it may also be the result of central 
nervous system disturbances resulting from dystocia.’ 
Inquiry should always be made regarding the type of 
labor, instrumentation, and any evidence of immedi- 
ate neonatal hypoxia. 

Regardless of what signs and symptoms are present 
or what surgical condition is suspected or diagnosed, 
one of the most helpful diagnostic procedures in any 
sick infant is a flat film of the chest and abdomen. 
Such a film will give valuable information regarding 
the condition of the abdominal viscera and will at the 
same time prevent oversight of diaphragmatic hernia, 
tension pneumothorax, or congenital cystic lung 
diseases.* 


Esophageal atresia 


One of the most serious conditions occurring in the 
immediate neonatal period is that of esophageal 
atresia, with or without an esophagotracheal fistula. 
This condition can be surgically corrected and if 
promptly recognized and treated may salvage a life. 


Diagnosis * This condition should be suspected in 
the early hours of life, and it certainly should be 
diagnosed within the first day or two of life. It 
should be suspected in any newborn who is noted 
to have “excessive salivation.” Saliva constantly ex- 
udes from the mouth, giving the impression that 
excessive amounts of saliva are being formed. This 
is actually not so; the oral secretion rolls out of the 
mouth because of a blind pouch at the upper end 
of the esophageal bud. The infant usually feeds well 
but swallowing is usually accompanied by gag- 
ging, coughing, and occasional cyanosis. If coexisting 
tracheoesophageal fistula exists, respiratory distress 
is evident with each feeding; this of course is caused 
by spillover of saliva or milk into the tracheobron- 
chial tree. 

Therefore, whenever excessive salivation or dys- 
phagia is encountered in the newborn infant, par- 
ticularly when it is accompanied by cyanosis, the 
patency of the esophagus should at once be investi- 
gated. This is quickly and easily done by gently at- 
tempting to pass an 8F or 10F soft rubber catheter 
down the mouth into the stomach. If there is esophag- 
eal obstruction the catheter will be prevented from 
passing the point of obstruction. To gain objective 
proof it is only necessary to instill 1 or 2 cc. of Lipio- 
dol through this catheter and expose an x-ray film 
which will clearly show the end of the blind esophag- 
eal pouch. It is well to expose anteroposterior, pos- 
teroanterior, and lateral films so that any fistula 
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which may extend into the trachea can be detected. 
Such a film should be large enough to include the 
abdominal area so that the presence or absence of 
gas in the stomach or intestines will give information 
regarding the lower esophageal segment. 


Clinical course without treatment * The most 
common type of defect is that in which the upper 
esophageal segment ends in a blind pouch and the 
lower segment is connected with the trachea by a 
fistulous tract. The presence of gas in the gastroin- 
testinal tract denotes that there must be communi- 
cation between the lower esophageal segment and 
some portion of the tracheobronchial tree. When this 
condition is unrecognized and untreated the infant 
will either die of starvation because of the esophageal 
obstruction or of pneumonia resulting from the spill- 
over to milk and saliva from the upper pouch into 
the tracheobronchial tree. In cases where there is 
tracheoesophageal communication there will occa- 
sionally be severe irritation of the respiratory tract 
from reflux of gastric juices through the fistula into 
the tracheobronchial tree. All of these insults are 
rapidly overwhelming to the infant and usually lead 
to death in a matter of days; such an infant seldom 
survives more than a week. 


Treatment * When surgical correction of these anom- 
alies is contemplated it should be emphasized that 
these should not be treated as emergency cases. The 
child should be appropriately prepared: Any exist- 
ing pneumonitis must be treated and overcome, and 
nutrients must be given intravenously; a period of at 
least 12 to as long as 36 hours must elapse to be 
sure that the child is in excellent condition before 
surgery is undertaken. 

During this period of preparation the child should 
be kept in a semisitting position to prevent spillover 
from the upper esophageal segment or gastric reflux 
from the lower esophageal segment. A small soft 
rubber catheter should be kept in the upper esophag- 
eal pouch and connected to constant suction. Inten- 
sive chemotherapy or antibiotic therapy should be 
started immediately and adequate amounts and 
types of parenteral fluids administered to supply the 
necessary caloric requirements and overcome electro- 
lyte imbalance. If there is severe respiratory distress 
the use of an oxygen tent is indicated. 

The surgical exposure in such cases is through the 
right thorax, usually through the fifth or sixth inter- 
space. The exact method of repair is well described 
in many texts and will not be described in detail 
here. Several points are worthy of mention, how- 
ever; the first of these is that it is foolhardy to at- 
tempt repair without first dividing the azygos vein. 
Second, the dissection and separation of the esophag- 
eal segments from the trachea must be very delicate- 
ly done, to avoid inadvertent perforation of the 
trachea. If such a perforation occurs and goes un- 
detected a fatal mediastinitis will occur. Third, the 
vagus nerve should not be interfered with or sev- 
ered, and one should be very cautious not to enter 
the left pleural cavity in freeing up the left side of 
the esophagus. It is usually best to first attack the 
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All fluids in infants and children 
should be administered by the 
intravenous route and not by 

hypodermoclysis. . . . No potassium 
should be administered until 
urinary flow is established 


lower esophageal segment and sever this from its 
attachment to the trachea and to repair the defect 
in the trachea. In the event that the patient’s con- 
dition deteriorates rapidly one has at least overcome 
the tracheoesophageal fistula and one can do some 
type of rapid gastrostomy so that feeding can take 
place through the stomach. 

It is again wise to emphasize that the anastomosis, 
which may at times be extremely difficult because of 
the overwhelming distance between the upper and 
lower esophageal segments, should be done using 
interrupted sutures and never a continuous suture. 
The rubber catheter which had been previously 
passed into the upper esophageal segment should 
be passed downward into the stomach through the 
anastomosis before completing the anterior layer of 
sutures. The pleural space is drained by the use of a 
10F or 12F soft rubber catheter, which is brought 
out through the sixth interspace in the midaxillary 
line or the posterior axillary line. The chest can be 
closed effectively with pericostal sutures and a layer 
closure of the muscle layers. 

The child should be fed through this indwelling 
gastric tube for approximately 7 to 10 days, after 
which the tube can be removed and oral feedings 
begun. Because indwelling tubes occasionally cause 
edema and ulceration of the esophagus with subse- 
quent sloughing of the entire anastomotic line, some 
men prefer to do a gastrostomy routinely and avoid 
the use of indwelling tubes. , 

If it is found impossible to approximate the ends of 
the esophagus, one should not hesitate to draw the 
greater portion of the stomach up into the chest to 
remove tension from the suture line. If this is nec- 
essary it is preferable not to feed the child for at 
least a week, and to employ parenteral feedings for 
that length of time, since dilatation of the stomach 
may produce serious cardiorespiratory embarrass- 
ment. 

Postoperatively, the child should be placed in an 
Isolette with high oxygen concentrations, employing 
a wetting agent such as Alevaire. If a gastrostomy has 
been utilized feedings can be started on the second 
day, beginning with an ounce or two of 10 per cent 
glucose and water every 4 hours and gradually 
starting with a dilute formula as tolerated by the 
infant. If no gastrostomy is used, oral feeding should 
be started from the seventh to the tenth day, again 
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beginning with a few drams of glucose and water 
and minute amounts of dilute formula. 


Complications ¢ In a fairly high percentage of 
cases, postoperative strictures or stenoses will de- 
velop at the anastomotic line and may subsequently 
require dilatation of the esophagus with bougies, 
Esophageal dilatation should not be performed, how- 
ever, merely because of x-ray appearance of narrow- 
ing, but only when there is clinical evidence of 
inadequacy of the swallowing mechanism. Usually 
such stenoses will occur during the first 6 months 
after operation. After that interval of time, the 
esophagus will usually enlarge sufficiently to permit 
growth and enlargement of the anastomotic ring so 
that swallowing problems become less troublesome 
as the child grows older. 


Hypertrophic pyloric stenosis 


Hypertrophic pyloric stenosis is a very common 
and easily treated problem which occurs primarily 
in male infants, usually from the fourth to eighth 
weeks of life. Generally the child is well nourished 
and has been doing very well, and then he rather 
abruptly develops vomiting which becomes per- 
sistent and, if untreated, eventually becomes projec- 


tile in type. 


Diagnosis * My experience in palpating the en- 
larged pylorus has been very poor. It seems that all 
interns and residents can feel these tumors but | 
certainly cannot in a great many instances. Usually 
the best time to attempt to palpate the tumor is 
shortly after a feeding when one can see the hyper- 
active gastric peristaltic waves rather clearly through 
the abdominal wall. 

If there is any doubt as to the diagnosis it is quite 
safe to instill a mixture of very dilute barium or 
Gastrografin into the stomach, either through an in- 
dwelling tube or by having the child swallow it nor- 
mally from a bottle. The elongated, very narrow 
pyloric canal can almost invariably be demonstrated 
with complete or practically complete retention of 
the opaque agent in the stomach after several hours. 


Treatment * Once again, these cases are not emer- 
gencies, and the biggest factor to be considered is 
preparation of the patient for the operative proce- 
dure. When fluid and electrolyte requirements have 
been met and corrected the operation can be under- 
taken at leisure. During the interval of preoperative 
preparation the prevention of aspiration by means 
of an indwelling nasogastric suction apparatus is 
essential. 

Regardless of whether a transverse or vertical in- 
cision is employed it is best to make the incision 
rather high, just under the costal arch, so that the 
right lobe of the liver can be interposed between the 
intestinal contents and the anterior peritoneal wall 
when the abdomen is closed. In vertical incisions 
the rectus muscle should be reflected laterally and 
should not be divided since by dividing the fibers of 


-the muscle there is sufficient disturbance of the nerve 


supply to invite postoperative wound complications. 
The classic Fredet-Ramstedt pyloromyotomy is en- 
tirely satisfactory for correction of the problem. 
While it is perfectly fine to use a small blunt-nosed 
hemostat to divide the hypertrophied pyloric muscle 
the use of a Benson pylorus spreader makes the pro- 
cedure extremely easy and more rapid, and it cer- 
tainly carries less danger of perforating the delicate 
duodenal or gastric mucosa. 

Feedings are begun about 8 hours postoperatively, 
at first with dilute solutions of dextrose and water 
and gradually increasing in frequency and amount. 
Most of these patients can be discharged in a few 


days. 


Intestinal atresia 


The next group of lesions which require surgical 
correction in the infant are those of atresias of the 
small bowel. Such areas of atresia can be found to 
exist anywhere from the duodenum down to the ter- 
minal ileum, and in many infants multiple areas of 
atresia may be found. 


Diagnosis * Babies with intestinal atresia usually 
have symptoms on the first day of life, which are 
manifested by vomiting either during or after nurs- 
ing, which becomes more frequent and intense as 
more feedings are taken. It is of diagnostic import 
to note carefully the character of the vomitus. If it 
contains bile it tells us two things: that the child 
does not have pyloric stenosis, and that the obstruc- 
tion is distal to the ampulla of Vater. It might safely 
be said that any baby who continues to vomit during 
the first day or two of life while being fed normal 
amounts of milk or formula should be investigated 
for intestinal obstruction. 

The character of the stool should also be investi- 
gated. There may be no stools, or the stools may re- 
semble normal meconium. In the first few hours of 
life this is not of great importance, but if there are 
no milk curds in the stool after 48 hours one should 
suspect intestinal obstruction. Farber’s test is valu- 
able; in this, a specimen of feces is obtained from 
the center of the bulk of the stool, smeared on a 
slide, and stained with Sterling’s gentian violet. The 
slide is then washed with water and decolorized with 
acid alcohol. This will decolorize all of the slide 
except the cornified epithelial cells which are present 
because of the vernix which the infant has swallowed 
in utero. If such a smear shows no cornified cells, 
it can be said with conviction that there is an ob- 
struction somewhere in the intestinal tract; the corni- 
fied cells present in normal meconium are not getting 
through into the stool because of this obstruction. 

X-ray films of the abdomen will indicate many 
things. If one sees the characteristic speckled or 
granular appearance in the lower portion of the ab- 
dominal film, one can expect and diagnose meconium 
ileus. Another point worth mentioning is that in 
cases of meconium ileus the abdomen is usually dis- 
tended at the time of birth.* In intestinal atresias the 
distention develops and becomes progressive follow- 
ing birth. If the x-ray film reveals that there is no 
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The handling of wsieioil problems 
in infants does not consist 
only of a surgical procedure. A 
child cannot tolerate wide 
fluctuations in body temperature, +»... 
nor in fluid and electrolyte balance 


gas in the gastrointestinal tract one can suspect ob- 
structions and anomalies high in the intestinal tract. 
If gas is seen only in the stomach one should expect © 
pyloric stenosis or high obstruction. Obstructions be- 
low the distal portion of the jejunum are very difficult 
to differentiate roentgenographically. 


Clinical course without treatment * Infants with 
atresia of the intestinal tract will die if left untreated, 
seldom surviving more than a week. Death usually 
occurs because of perforation and fatal peritonitis. 
The mortality rate for the operative treatment of in- 
testinal obstruction of the newborn is extremely high; 
experience with such cases increasingly underlines 
the necessity for earlier recognition and more defi- 
nite treatment. I would like to emphasize, however, 
that operation should always be carried out in such 
cases no matter how poor the condition of the child 
might seem. Certainly without surgery he cannot 
survive. If operative treatment is undertaken, there 
at least is a slim chance that the outcome may be 
successful. 


Treatment ¢ Nasogastric suction should be em- 
ployed before, during, and after the operative proce- 
dure. Since it is often difficult to be certain of the 
site of obstruction or the exact diagnosis it is well to 
make a long right rectus incision with its midpoint 
opposite the umbilicus, retracting the muscle lateral- 
ly. The entire length of the bowel should be care- 
fully examined; it should be emphasized that when 
one area of obstruction is found the search should 
not end. It is not unusual to find several areas of 
atresia; indeed, many times the bowel looks like 
small bits of sausage because of multiple areas of 
atresia. In a case such as this, if the child is in a 
precarious state it is sometimes better to leave the 
areas of atresia strictly alone and remove them sub- 
sequently if they give trouble. It is far better to cir- 
cumvent the areas by an appropriate bypassing 
anastomotic procedure. 

For atresias in the duodenum or jejunum, side-to- 
side anastomoses seem to give less trouble and are 
technically easier to perform. Atresias of the ileum 
are sometimes best treated by a Mikulicz type of 
exteriorization of the two blind ends, with closure 
and restoration of continuity in a week or two. In 
recent years there seems to be a growing favor in the 
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utilization of end-to-end anastomosis. Since there is 
usually great disparity in the size of the dilated 
proximal segment and the collapsed distal segment, 
it is necessary to dilate the collapsed distal segment 
by ballooning it out with saline solution or mineral 
oil. I have not employed end-to-end anastomoses 
since this is more time-consuming and should be 
done with interrupted sutures. Side-to-side anasto- 
moses can be executed much more rapidly using 
continuous sutures. 


Meconium ileus 


One of the most difficult and discouraging condi- 
tions in the group of intestinal obstructions is that of 
meconium ileus. There are two difficulties to be 
overcome in a case of this kind: the immediate prob- 

_ lem of relieving the intestinal obstruction, and the 
subsequent problem of supervising the nutritional 
status of the patient for many years by proper con- 
trol of diet and the utilization of pancreatic enzymes, 
and so forth. One cannot forget that meconium ileus 
is a manifestation of a systemic disease in which 
there is marked reduction in the formation of the 
pancreatic enzymes and a widespread disturbance 
in the mucus-secreting glands of the alimentary and 
respiratory tracts. 

In meconium ileus the obstruction is purely me- 
chanical, being caused by deposits of thick viscid 
putty-like material which adheres with great per- 
sistence to anything with which it comes in contact. 
As I have mentioned previously, the abdomen is 
usually distended at birth. Palpation will reveal not 
only generalized distention but in many instances 
firm masses which appear to be lying within the 
loops of intestine. This latter finding should strongly 
suggest meconium ileus. 


Treatment ¢ Treatment of the condition is extreme- 
ly disappointing; all types of procedures have been 
tried, including ileostomy, cecostomy, enterostomy, 
and so on. The procedure which consistently gives the 
best results is the Mikulicz type of resection with a 
double-barreled ileostomy. Some men prefer to per- 
form a Roux-en-Y anastomosis, exteriorizing only the 
stoma of the distal segment of ileum. The Mikulicz 
procedure allows one to exteriorize and subsequently 
remove, after the abdomen is closed, that portion of 
ileum which is distended and which contains the 
largest mass of inspissated meconium. It provides 
two vents: The proximal one is used for immediate 
decompression, and the distal one for instillation of 
enzymes to break up and flush out the terminal ileum 
and colon. If the patient survives, the continuity of 
the bowel can be reestablished within 3 weeks, em- 
ploying a crushing clamp approximately 1 week after 
surgery and completing the restoration of continuity 
at the third week. 


Incomplete rotation or malrotation 
of the intestine 


Of particular interest to the surgeon who must 
deal with abdominal surgery in children is the condi- 
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tion of incomplete rotation or malrotation of the in- 
testine. 


Description ¢ In order to fully understand the prob- 
lems resulting from malrotation one must remember 
two important factors: That the rotation of the in- 
testinal tract proceeds in a counterclockwise manner 
as one faces the infant, and that after rotation is 
completed, the ascending and descending mesocolon 
are fused to the back wall of the abdomen which 
anchors the base of the mesentery posteriorly from 
the ligament of Treitz down toward the cecal area. 

With these two factors in mind one can better un- 
derstand the anomalies resulting from a lack of at- 
tachment of the mesentery along the posterior ab- 
dominal wall or an incompletely or completely 
rotated cecum which is mobile and unattached. 
When the colon and small bowel fail to rotate nor- 
mally the mesentery lacks a normal posterior point of 
fixation and, therefore, the entire small bowel is sup- 
ported by an unanchored mesentery, making it pos- 
sible for this entire mass to twist upon itself. 

Such a volvulus of the midgut generally takes 
place in a clockwise direction, and the twist can be 
for one or more complete turns. It usually occurs 
when a coil of intestine wraps itself around the base 
of the mesentery. When one first looks in the ab- 
domen of a patient with volvulus due to malrotation, 
one gets the impression that there is a herniation of 
bowel through a hole in the mesentery of the small 
intestine. This actually is not the case, because un- 
twisting the volvulus shows that there is no hole. 

Malrotation or incomplete rotation of the intestinal 
tract usually causes symptoms within the first month 
of life. The symptoms are those of mechanical bowel 
obstruction. 


Treatment * The abdomen of such a child should 
be explored through a long right rectus incision run- 
ning from the xiphoid process down to well below 
the umbilicus. When the abdomen is opened there 
will be one of two conditions: First, either the as- 
cending and transverse colon are found in the right 
upper quadrant and there is no volvulus present. 
Obstruction in these cases is usually caused by ad- 
hesive bands attaching the cecum to the lateral peri- 
toneal wall high in the abdomen, overlying and ob- 
structing the duodenum and, because of the pressure 
of a full cecum, lying directly over the duodenum. 
This condition can be relieved by incising the pos- 
terior parietal peritoneum just to the right of the 
cecum which permits removal of the cecum from the 
anterior duodenal wall until it is clearly exposed for 
its entire length. No attempt should be made to re- 
store the normal anatomic position of the cecum 
which is not only unimportant but actually may pro- 
duce difficulties later in life because of the short 
ascending mesocolon. 

In the second situation, the entire small bowel is 
seen to be twisted upon itself in a so-called midgut 
volvulus. If on opening the abdomen only the small 
intestine can be seen, and the right half of the colon 
cannot be seen, a midgut volvulus should immedi- 
ately be suspected. The appearance of the intestinal 


tract in such a situation is extremely confusing. It 
usually appears that loops of ileum are herniating 
through some part of the mesentery. The surgeon 
who attempts to evaluate the findings in such a case 
without delivering all of the intestinal tract outside 
of the abdomen will become hopelessly confused and 
will waste valuable time before he is aware of the 
situation present. Delivering all of the intestinal con- 
tents outside of the abdominal cavity may sound 
rather traumatic and heroic; however, this is done 
very easily because the mesentery is not attached to 
the posterior abdominal wall. When all of the bowel 
has been delivered onto the abdomen the volvulus 
can usually be recognized rather easily for it always 
takes place in a clockwise direction. 

The volvulus is reduced by unwinding the mesen- 
tery in a counterclockwise direction. I would empha- 
size, however, that this is not the extent of the surgi- 
cal correction which must be done. The cecum and 
ascending colon will now be found in the right upper 
quadrant; they must be freed and transferred to the 
left side of the abdominal cavity. If this is not done 
the volvulus is likely to recur. The peritoneum to the 
right of the ascending colon and cecum should be in- 
cised, and the cecum and ascending colon should be 
transferred to the left side of the patient’s abdomen 
so as to completely expose the duodenum. 


Less common conditions 


Congenital prepyloric stenosis * In this condition, 
there is an intact gastric mucosal pouch with no com- 
munication between the pyloric portion of the stom- 
ach and the first portion of duodenum. This is a rare 
condition; my experience is limited to one case, and 
there have been only nine such cases reported in the 
literature.** 

The basic surgical procedure consists in making a 
longitudinal incision across the pylorus, extending 
into the duodenum distally and into the stomach 
proximally, opening the intact duodenum and gastric 
mucosal pouches and performing an end-to-end 
anastomosis at this level. 

An indwelling gastric tube should be placed 
through the anastomosis well down into the duo- 
denum and removed in approximately 10 days. Feed- 
ings are begun as in cases of hypertrophic pyloric 
stenosis. In my own case the indwelling duodenal 
tube was inadvertently removed on the second post- 
operative day. No attempt was made to reinsert it 
since it was felt that blind passage of the tube 
through the site of anastomosis would be too haz- 
ardous. Obstruction developed at the anastomotic 
site, and a second operation was undertaken 4 days 
after the initial operation, and a gastrojejunostomy 
was performed. The infant, however, did not survive 
the second operative procedure. 


Omphaloceles * In this rather rare condition there 
is a herniation of the abdominal contents into the 
umbilicus. There is no skin overlying the large peri- 
toneal sac. The pouch is a thin, translucent structure 
consisting only of peritoneum and amniotic mem- 
brane which is less than a millimeter in thickness. 
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The abdomifal contents are easily visualized through 
this very thin sac. The abdominal skin usually stops 
at the base of the mass but in some cases may extend 
upward part way along the sac. 

In the first 24 hours of life this sac is moist and 
pliable; after this it becomes shriveled and extremely 
friable, tending to undergo necrosis and become 
easily infected. These factors make it imperative, 
therefore, that the problem be corrected as soon as 
the diagnosis is made. The repair should be per- 
formed preferably within the first few hours of life 
and certainly within the first 24 hours. Treatment by 
any other means exposes the child to the risk of a 
fatal rupture of the thin sac with infection of the 
abdominal viscera. Early operation is further ad- 
vantageous because the stomach and the intestinal 
tract are not distended by food and gas and the 
closure can be made with the least amount of tension. 

If the defect is small, a primary layer repair can be 
performed. However, it is usually best to leave the 
omphalocele membrane intact, and to cut free and 
widely undermine the surrounding skin and bring 
the skin flaps over the bulging sac. This is the safest 
procedure since the abdominal cavity often has not 
grown sufficiently to accommodate all of the viscera 
that may be contained in the hernial defect. If the 
viscera are forcefully replaced one is inviting death 
of the infant from severe respiratory embarrassment 
from the upward displacement of the diaphragm, 
pressure on the vena cava with impediment of return 
of blood from the lower abdomen and legs, and cir- 
culatory collapse. By not opening the sac but rather 
developing skin flaps to cover it the intestines remain 
within their smooth membranous covering. Although 
the child is left with a huge abdominal mass this is 
compatible with life and will permit later secondary 
repair when the abdominal cavity has grown suffi- 
ciently to receive the contents of the hernial sac. The 
important point is to wait until the abdominal cavity 
has grown large enough to receive the contents of 
the omphalocele without crowding. 

A point worthy of emphasis in relation to the repair 
of omphaloceles is the careful ligation of the two 
umbilical arteries and the umbilical veins as they 
course along the wall of the hernial sac. 


Hernias ¢ I believe that an inguinal hernia in an in- 
fant should be repaired as soon as the diagnosis is 
made, whether this be a matter of days, weeks, or 
months. I can see no point in deferring operation 
because the patient happens to be a child. Strangu- 
lation is much more likely to occur in infancy. The 
operative procedure is extremely simple; it is not 
time-consuming; and if the child is normal and 
healthy there should be no reason to consider him a 
poor surgical risk. Since there is usually no problem 
of fluid and electrolyte deficiency, there is no reason 
to postpone operation. 

The incision is made in the fold of skin at the 
junction of the inguinal area and the abdominal 
pouch, usually a somewhat curved, horizontal inci- 
sion. I prefer not to open the external ring but to 
incise the external oblique fascia, beginning at a 
point approximately 0.5 cm. above the external ring. 
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I do this to avoid making the external ring too large 
or too small when the fascial edges are reapproxi- 
mated. I feel further that it is unnecessary and un- 
desirable to dissect the cord out of its bed in the 
inguinal canal. It is merely necessary to incise the 
external oblique fascia and, using fine sutures as 
stay sutures in the lateral fascial flaps to facilitate 
exposure, the cremasteric fascia is gently teased 
open, and the sac is identified and dissected free. A 
high ligation of the sac is done; a stitch is placed in 
the cremasteric fascia; and the fascial edges are re- 
approximated. There is no need to transplant the 
cord or dissect it free, or to imbricate the fascia in an 
infant. Occasionally, if the hernial sac is very large 
and there has been some stretching out of the tissues, 
I will pull the edge of the internal oblique muscle 
over the cord and tack it to the shelving portion of 
the inguinal ligament with one or two sutures. 

The only complication that may occur is some type 
of respiratory problem incident to the administration 
of a general anesthetic. Most children can be safely 
discharged the day following operation. 


Hydroceles and umbilical hernias ¢ [ feel that the 
child should be allowed to wait until the end of the 
first year for repair of hydroceles since most will 
disappear unless they are associated with an indirect 
inguinal hernia. If the hydrocele changes size, then 
it is known that there is an indirect inguinal hernia 
with a communication between the hernial sac and 
the hydrocele. In such instances operation without 
delay is advised as for any other hernia. However, 
the operation is advised for correction of the hernia 
and not because of the hydrocele. 

With umbilical heraias I feel again that one should 
wait until after the first year of life unless the hernia 
is large. With taping, a good percentage of these 
will obliterate themselves. Since there is no real dan- 
ger of any bowel protruding into them when they are 
small, I feel that it is quite safe to wait. 


Undescended testes * I feel that there is no point 
in operating for this condition sooner than the ninth 
or tenth year of life. This statement is made in reser- 
vation, however, because if the child has a unilateral 
or bilateral hernia which is repaired, then possibly 
some attempt should be made to bring these testes 
down into the scrotum. I feel, however, that it is 
foolish to attempt this procedure in an infant. There 
is absolutely no harm in leaving the testis high in the 
inquinal canal even if it means that the child must 
have another operation later. Successful descent of 
the testis, surgically speaking, depends on gaining 
adequate length of spermatic cord. This cord in an 
infant is extremely delicate, the blood vessels are 
extremely small and thin-walled, and the vas is very 
fragile. Since the dissection must be carried out 


quite high in the retroperitoneal space, to risk vas- 
cular injury to a structure as delicate as this would - 
seem to me to be rather hazardous. If one waits until 
just before puberty, the cord structures are much 
larger, the tissues are better developed, and one has 
a little better chance of success. 

I prefer to employ the one-stage procedure as de- 
scribed by Ladd. I can see no indication to perform 
any procedure in which the testicle has to be held 
down by suturing the scrotum to the thigh. If the 
testicle is free enough and an adequate length of 
cord is obtained, I do not feel that one must employ 
such rigid fixation. 


Conclusions 


I have discussed only very briefly a few of the 
surgical problems which may be encountered jin in- 
fants and children. These problems, if they are rec- 
ognized early and treated properly, may prevent a 
death which otherwise seems inevitable. 

I would emphasize, however, that the handling of 
surgical problems in infants does not consist only of 
the surgical procedure. First of all, a child is not just 
a miniature adult. He cannot tolerate wide fluctua- 
tions in body temperature, nor in fluid and electro- 
lyte balance. He gets well very quickly but he also 
may die very quickly and easily. 

The importance of good anesthetic management 
cannot be overemphasized; too much credit cannot 
be given to the anesthesiologists who have taken the 
time and effort to become adept in handling pediatric 
cases. The house staffs and the nursing staffs must 
be familiar with all of the intricacies involved in the 
nursing care of surgical infants. Laboratory person- 
nel must be able to perform accurate electrolyte de- 
terminations on these babies. They must be familiar 
with micro technics for such laboratory examinations. 
The necessity of performing venoclyses in veins 
which are many times smaller than the needle itself 
can be exasperating. 

Success in pediatric surgery involves all of these 
factors. Indeed, the preoperative and postoperative 
management of the pediatric surgical case usually 
determines its outcome. 309 N. Gratiot Ave. 
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Erythroblastosis fetalis 


Etiology, diagnosis, 


and management* 


RICHARD O. McGILL, D.O., Phoenix, Arizona 


Erythroblastosis fetalis or hemolytic disease of the 
newborn results from destruction of fetal erythro- 
cytes by maternal antibodies. Rh antigens (D anti- 
gens, or anti-D, according to later designations) are 
most often responsible when the condition is at least 
moderately severe. A or B antigens may also cause 
erythroblastosis and probably do so more frequently 
than D antigens, but the ensuing disease is usually 
mild. It was originally believed that the D (Rh) 
factor was a simple antigen, but it was soon learned 
that the situation was much more complicated and 
that this was only one of several closely related fac- 
tors. Other erythrocyte antigens have been found, 
and at present at least fifty can be identified. How- 
ever, excluding ABO incompatibilities, it is estimated 
that approximately 99 per cent of all hemolytic dis- 
ease is due to anti-D and the remaining 1 per cent 
to intragroup antibodies other than anti-D." 


Varieties of antigens 


There are several varieties of Rh antigen and anti- 
body, and all Rh negative blood contains closely re- 
lated Hr antigens. Omitting variants, there are three 
Rh antigens and three Hr antigens which are known 
as Rh, (D), rh’ (C), rh” (E), Hr, (d), hr’ (c), and 
hr” (e). Persons who carry C (rh’) or E (rh”) but 
lack D (Rh,) are always listed as Rh negative; how- 
ever, a blood donor is considered Rh negative only 
when he lacks all three factors. It has been further 
demonstrated that certain varieties of the D (Rh,) 
factor exist which will be agglutinated only by cer- 
tain anti-D (anti-Rh,) sera. These varieties are 
known as D*. It has been shown that D* positive 
blood may immunize the D-negative recipient, re- 
sulting in the formation of anti-D (anti-Rh,) anti- 
*Prepared as a portion of the requirements for application for Senior 
Membership in the American College of Osteopathic Obstetricians and 
Gynecologists. 
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bodies. Such blood is classified as Rh positive if from 
a donor and Rh negative if from a recipient. Sensi- 


' tization to the Rh antigens C and E is uncommon 


unless accompanied by antibodies to the D antigen, 
but is nevertheless a possibility for consideration. In 
addition, Rh-positive individuals may develop anti- 
bodies to Hr with resultant hemolytic transfusion re- 
action or erythroblastosis fetalis. 

A and B, the first recognized blood antigens, are 
universally antigenic. All individuals possess anti- 
bodies against A or B or both if their blood cells 
lack this substance. Those with group AB blood, 
therefore, possess neither antibody; those with group 
O possess both. In the case of a fetus with group 
AB, A, or B blood, antigens from the mother’s blood 
could produce hemolysis of the fetal erythrocytes. 
In such cases, a preponderance of the mothers are 
group O. Since these antibodies are present in the 
mother from birth, the fetus may be affected in the 
first pregnancy. Consequently it is important, in or- 
der to anticipate possible ABO incompatibility in 
the newborn child, that the father’s blood group be 
determined even if the mother is Rh positive and 
especially if she is group O. It is possible, of course, 
that even with a group O mother and a father in 
group A or B the fetus may inherit group O blood. 
Since blood grouping methods do not reveal the 
genotypes of groups A and B, there is no direct 
method of determining whether the father is homo- 
zygous A or B (A/A or B/B) or heterozygous 
(A/O or B/O). If the father is group AB, the pos- 
sibility of incompatibility between fetal and maternal 
blood is at least theoretically greater than in groups 
A and B. Certain subgroup variants (A,, As, As, A,B, 
A.B, and A;B) are more likely to result in hemolytic 
disease with group O mothers." 

The identification of A, B, and D is relatively 
simple and, because of their greater antigenicity, 
only these antigens require routine identification be- 
fore transfusions or in obstetric patients. The Rh 
(D) factor is an antigenic substance attached to 
erythrocytes which is capable of causing the produc- 
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It is now known that there 


is a definite relationship between 


bilirubin concentration and 
the development of kernicterus, a 
severe cerebral form of jaundice 
in which there are degenerative 
changes and pigmentation of 
the nuclear masses of the brain and 


spinal cord with bile pigments 


tion of antibodies when introduced intravascularly 
into an individual whose cells fail to possess this 
factor. Immunization of a D-negative individual may 
occur after a transfusion with D-positive blood or 
after introduction of such blood intramuscularly such 
as was a popular mode of therapy some years ago. 
Immunization may also occur as a result of the es- 
cape of D-positive fetal blood into the maternal 
circulation during pregnancy or labor. 


Occurrence of erythroblastosis 


Erythroblastosis fetalis caused by Rh incompati- 
bility is extremely rare in a first pregnancy in the 
absence of a previous transfusion or blood infusion. 
Sensitization in multigravidas appears to be more 
frequent in women with a history of manual removal 
of the placenta in vaginal delivery or in cesarean 
section, of curettage for incomplete or therapeutic 
abortion, of premature separation of the placenta, 
or of long and complicated delivery. These proce- 
dures of course can cause rupture of fetal vessels and 
promote the entrance of fetal blood into the maternal 
circulation. In the prophylaxis of Rh sensitization, 
therefore, extreme gentleness in these obstetric pro- 
cedures when performed on a Rh-negative mother 
should be observed. All transfusions of course should 
be preceded by Rh determinations, and Rh-negative 
individuals should never receive any but Rh negative 
blood (cde-D" negative). 

In the years since the roles of the Rh factor and 
ABO incompatibilities in fetal hemolytic disease 
have been known, no effective method of prevention 
of immunization has been discovered. Once Rh im- 
munization is established in the mother it is perma- 
nent, and any Rh-positive fetus will be affected by 
maternal antibodies. As a rule, the higher the ma- 
ternal antibody titer, the more severe the hemolysis, 
although even with very low titers the fetus may be 
severely affected. The reverse may also be true. 

Erythroblastosis fetalis is almost absolutely certain 
to occur if a mother has borne a previous child with 
the condition and the father is homozygous for the 
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responsible antigen. If he is heterozygous, there is a 
theoretic even chance that the infant will not be 
affected. Approximately 5 per cent of Rh-negative 
women will become immunized, but the vast major- 
ity will have at least two living children before 
erythroblastosis appears in a child. Potter? states 
that unless a woman is sensitized prior to the onset 
of a pregnancy, erythroblastosis, if it occurs, will 
usually be mild. With a history of previous severe 
involvement of one or more newborn children, it may 
be important to determine whether or not an Rh- 
positive husband is homozygous or heterozygous. 
Serologic proof is difficult because of the rarity of 
anti-D serum. If any previous child is Rh-negative 
or if either of the father’s parents is Rh-negative, the 
evidence is conclusive that he is heterozygous. 


Diagnosis and classification of cases 


In all cases of Rh-negative mothers, careful history 
should be elicited as to previous pregnancies, trans- 
fusions, or infusions, and the father’s Rh factor and 
genotype should be determined. With an Rh-positive 
father, whether homozygous (CDE/CDE) or het- 
erozygous (CDE/cde), a Coombs’ test should be 
performed on the mother’s blood as early as possible 
in pregnancy, at 5 to 6 months gestation, and again 
at 6 or 8 weeks before term. A positive Coombs’ 
test indicates Rh immunization and should be fol- 
lowed by antibody titration. In the face of a rising 
titer, preparations must be made for possible treat- 
ment of erythroblastosis in the infant. If a previous 
sibling has been affected and the above situation 
prevails, preparations for exchange transfusion in the 
infant should be made in advance of delivery. Donor 
blood should be crossmatched with that from the 
mother to ascertain that there is no agglutination of 
the donor’s cells by maternal antibodies. The cross- 
match should be further checked by a Coombs’ test. 
Melnick’s* chart on the management of pregnancy in 
the Rh-negative patient provides a concise outline 
of procedure to be followed to insure anticipation 
and diagnosis of fetal erythroblastosis as a result of 
this factor. 

Evidences of cell destruction in the newborn in- 
fant are anemia and an increase in erythropoiesis, 
evidenced by the presence of abnormal numbers of 
nucleated erythrocytes and reticulocytes. Spleno- 
megaly, hepatomegaly, and pallor of variable degree 
may be present. A hydropic fetus or placenta or 
both may be noted. Icterus is never present at birth, 
but there may be a varying degree of yellow staining 
of the vernix, cord, and placenta. Serum bilirubin is 
rarely greatly increased, but within a few hours 
jaundice begins to appear and the bilirubin level 
begins to rise. 

Potter? classifies erythroblastotic infants in the fol- 
lowing manner: 

1. Slight disease: Cord blood hemoglobin above 
13 grams or capillary blood above 14 grams; jaundice 
within 24 hours together with increasing bilirubin 
levels; splenomegaly, normoblastosis, and reticulocy- 
tosis usually present; condition of infant remains 


good. 


9. Moderately severe disease: Cord blood hemo- 
globin between 11 and 13.5 grams; splenomegaly; 
marked erythroblastemia; rapidly deepening jaundice 
with progressive anemia; and occasional purpura 
and edema. 

3, Severe disease: Cord blood hemoglobin below 
11 grams; symptoms as in moderately severe disease, 
plus listlessness and circulatory or respiratory em- 
barrassment. 

Hemoglobin level, Coombs’ test, serum bilirubin, 
blood group, and Rh factor should be determined on 
all newborns with a suggestive history or clinical 
evidence of erythroblastosis. An error to be avoided 


_is the assumption that because the infant appears to 


be Rh negative, there is no cause for concern. If all 
the Rh bonds on the infant’s erythrocytes have anti- 
bodies attached, the cells will not be agglutinated 
by the testing serum and will seem to be Rh nega- 
tive. A Coombs’ test using human antiglobulin serum 
on the infant’s blood will produce clumping of the 
cells if the infant is Rh positive. No fetus should be 
considered Rh negative without a negative Coombs’ 
test. 

The newborn is considered anemic if cord blood 
hemoglobin is less than 14 grams or capillary blood 
below 15 grams. A positive Coombs’ test is an auto- 
matic diagnosis of erythroblastosis. If a previous 
sibling has been affected in at least the moderately 
severe classification, evidence of anemia of any de- 
gree is an indication for immediate exchange trans- 
fusion. If there is no previous history of erythroblas- 
tosis, immediate exchange is not performed unless 
cord blood hemoglobin is below 13 grams, or capil- 
lary hemoglobin below 14 grams, or serum bilirubin 
level is 7 mg. or more. If transfusion is withheld, the 
serum bilirubin should be checked every 6 hours for 
24 to 36 hours. A rise of 1 mg. per hour is an indi- 
cation for exchange transfusion. Further hemoglobin 
determinations may give a false sense of security as 
there is often proportionately slight decrease. Prema- 
ture infants are more susceptible to the damaging 
effects of hyperbilirubinemia than full-term infants, 
and slightly higher hemoglobin and bilirubin values 
may be used in making the decision as to therapy. 

In the case of jaundice observed in the child of an 
Rh-positive mother, an increase in the serum bilirubin 
above 10 mg. and an infant blood group incompati- 
ble with the mother’s group are highly suggestive of 
ABO incompatibility. Usually the mother is group 
O and the child group A. The Coombs’ test is nega- 
tive or weakly positive. It is now more apparent 
that Rh isoimmunization with resultant erythroblas- 
tosis is becoming less frequent than hemolysis caused 
by ABO and other factors. This is possibly due to 
improved laboratory technics, finally resulting in less 
sensitization of Rh-negative women. Sensitization 
from transfusions is invariably much more severe 
than sensitization from an Rh-positive fetus. Spaeth, 
Powell and Cottrille* report 20 cases of hyperbilirubi- 
nemia treated successfully with exchange transfu- 
sions. Of these, 12 were due to ABO incompatibilities, 
3 to Rh sensitization, 2 to subgroup incompatibility, 
and 3 were of unknown types. Other reports’® give 
variable percentages, but it now appears to be a far 
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Modern treatment of erythroblastosis 
with exchange transfusion technic 
provides the nonhydropic liveborn 

child with an excellent chance 


for survival. However, the problem 
in intrauterine death is still 
unsolved. Many efforts have been made 
to render the maternal antibodies 
ineffective, but to no avail 


more important consideration than was previously 
suspected. To reiterate, with rare exceptions, any 
baby jaundiced in the first 24 hours, with serum 
bilirubin above 10 mg. in the first 24 hours and in- 
compatibility with the mother’s blood for A or B, 
has erythroblastosis. 

It is now known that there is a definite relation- 
ship between bilirubin concentration and the devel- 
opment of kernicterus, a severe cerebral form of 
jaundice in which there are degenerative changes and 
pigmentation of the nuclear masses of the brain and 
spinal cord with bile pigments. This complication 
may usually be prevented if the serum bilirubin 
level is kept below 20 mg. by one or more exchange 
transfusions. 


Treatment of disease and complications 


When the possibility of exchange transfusion is 
contemplated, the cord should be clamped immedi- 
ately after birth and cut 2 or 3 inches from the body 
to facilitate placement of the catheter employed in 
the procedure. If transfusion is indicated compatible 
Rh-negative blood is used. Here again, the donor 
blood should be negative for all three Rh antigens 
(cde) as well as D" negative. Some investigators? 
feel that blood from female donors gives better re- 
sults. The blood should be as fresh as possible. 
Toxic concentrations of potassium may accumulate in 
the plasma of blood stored over 10 days. In the 
case of citrated blood, the anticoagulant may cause 
hypocalcemia, evidenced by irritability and possible 
tetany; up to 10 cc. of calcium gluconate should be 
given after each 100 cc. of blood to prevent this. If 
possible, the initial transfusion should be limited to 
500 cc. The amount is best calculated at 60 cc. per 
pound of body weight, removing and replacing in 
20 ce. steps. If cardiac embarrassment is present, the 
withdrawal of 20 to 30 cc. of blood prior to transfu- 
sion to lower the venous pressure and limitation of 
the initial transfusion to 250 cc. usually gives satis- 
factory results. Further exchanges are done only to 
control a high bilirubin level. If the condition is 
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slowly progressive and transfusion is unnecessary 
until the second week of life, a direct transfusion of 
a maximum of 25 cc. per kilogram of body weight 
is adequate as a rule. 

The modern treatment of erythroblastosis with ex- 
change transfusion technic provides the nonhydropic 
liveborn child with an excellent chance for survival. 
However, the problem of intrauterine death is still 
unsolved. Many attempts have been made to render 
the maternal antibodies ineffective, but to no avail. 
The question of induction of labor at 36 to 38 weeks, 
especially in the face of a rising antibody titer, is 
often considered; induction at this time has been 
employed by some obstetricians. However, at least 
three fourths of intrauterine fetal deaths due to 
erythroblastosis occur before the thirty-sixth week, 
and it is likely that the greater majority will survive 
with proper management if allowed to deliver at 
term. The added burden of prematurity may well 
nullify the gain in live births with neonatal mortality 
increases. Mollison® reports 77 cases induced 18 to 
35 days before term with a mortality rate of 36 per 
cent and 108 cases allowed to deliver spontaneously 
at term with a mortality rate of 24 per cent. Fewer 
stillbirths were noted after induction, but this was 
more than offset by the increased number of neonatal 
deaths in the premature infants, nearly all of which 
were due to kernicterus. Repeated antibody titra- 
tions may be the best guide for elective induction. 
Stillbirth is unusual with a titer below 1:160.? 

Alert nursery personnel may be the first to discover 
jaundice in the newborn and should be educated as 
to its possible implications. There are still many 
maternity patients admitted to hospitals on whom, 
for one reason or another, adequate studies have not 
been performed in advance. Even with adequate 
prenatal determinations, the attending physician may 
be lulled into a false sense of security with type O, 
Rh-positive parents. Observation for jaundice is 
extremely important, and personnel and staff should 
be taught that any baby may have erythroblastosis 

whether the mother is Rh-negative or Rh-positive, 
and whether or not she has had a previous preg- 
nancy. Jaundice in the first 24 hours is always ab- 
normal and nearly always means erythroblastosis. 


Kernicterus with its resultant brain damage, even if 
the child survives, usually develops at about 48 
hours. Probably 10 per cent of the cases of cerebral 
palsy develop as a result of kernicterus. 

Whereas the financial strain of somewhat exten- 
sive laboratory studies and exchange transfusions 
may be a burden, it is minimal compared to the 
emotional, social, and economic problems of a retard- 
ed child and its family. As a routine procedure, sam- 
ples of cord blood should be collected at every 
delivery and held in readiness for immediate testing 
should the indications arise. This is especially val- 
uable in providing comparative studies of hemo- 
globin and bilirubin levels at birth with those which 
may be made at 12 to 36 hours of age. 

The question of breast feeding should be men- 
tioned briefly, since Rh antibodies have been demon- 
strated in colostrum. It is known that these anti- 
bodies are not absorbed from the infant’s gastroin- 
testinal tract after 24 hours, and breast feeding may 
be safely instituted after the first 48 hours. 


Summary 


The role of maternal antibodies in the production 
of fetal erythroblastosis has been discussed. The 
growing importance of recognition of ABO incom- 
patibilities has been noted and the role of hyperbili- 
rubinemia in relation to kernicterus stressed. The 
use of exchange transfusions has been outlined and 
mention made of the education of hospital personnel 
and staff in the early detection of clinical jaundice. 

100 W. Osborn Rd. 
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The training 


of the surgical intern 


and resident* 


JAMES M. EATON, D.O., F.A.C.O.S., Philadelphia, 


Pennsylvania 


For many years it has been my pleasure to partici- 
pate in the surgical training of interns and residents, 
but I have yet to find the perfect solution to a pro- 
gram which will insure the student the training he 
rightfully deserves, and yet render to the hospital 
and its staff the cooperation and attention to patient 
care which it rightfully expects. 

All of us who have anything to do with surgical 
training are often frustrated over the apparent in- 
adequacies of our programs; yet we continue year 
after year in the hope that somehow we will be able 
to turn out competent beginning surgeons. 

I shall attempt to enumerate several facets of the 
surgical training program as we have experienced it, 
which may possibly stimulate other thinking along 
these lines and thus add to the total program. 


The intern 


I look upon the training of the surgical intern as 
an orientation program, in which he becomes aware, 
possibly for the first time, of hospital routines, proce- 
dures, and management. These are probably at some 
variance with the training he has received in the 
classroom and the clinic. Depending on his belief in 
his classroom teachers, he may be overwhelmed, 
amazed, surprised, alarmed, and utterly confused by 
hospital practices. 

It is here that the staff can assay the basic quali- 
ties of attitude and aptitude; his ability to utilize the 
professional training he has received in school, in a 
practical approach to the problems which face 
him; and the personality peculiarities which affect us 
all, but particularly, to determine whether one can 
live with this individual without too great a clash of 


®Presented at the annual Clinical Assembly of the American College of 
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ego. Whether he is receptive to training, whether he 
wili accept the responsibility of his duties and dis- 
charge them, and whether he is willing to make the 
sacrifices necessary to continue his studies, are all 
essential factors in the choosing of the surgical resi- 
dent of tomorrow. 

I have learned to watch their hands at work, and 
much can be learned from their aptitude, uses, and 
abuses. The coordination between hand and mind 
will many times manifest logical mental processes, 
and a logical mind is most essential to the surgeon. 
An uncertainty of mental processes manifesting itself 
in an indecisive fluttering of the hands has no place 
in the operating theater. 

The portion of the internship spent in the operat- 
ing room can do much to prepare the physician for 
general practice. The lessons of sterile technic he 
learns here will stand him in good stead the rest of 
his life, because always peering over the shoulder of 
the physician and surgeon alike is the specter of 
death from infection. It is here the school work is 
crystallized; bacteriology, public health and hygiene, 
physiology, and chemotherapy become living things, 
essential parts of the armamentarium of the physi- 
cian. 

He should be drilled in the basic premises of 
proper conduct in the operating theater so that it 
becomes second nature, an automatic awareness of 
conduct and perception: A drill that will continue 
throughout the rest of his professional life. He 
should develop a “second sense” for sterile technic 
that does not require thought, but action, decisive 
and sure. 

It is here that anatomy, physiology, and pathology 
come to life and become the realities of disease. 
Some things must be unlearned and much learned 
anew. Intensive study is essential at this point, and 
to insure this the preceptor should make certain of 
his understanding of the processes at work, and the 
thoroughness with which they are understood and 
appreciated by the intern. Otherwise the meaning 
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The portion of the internship spent in 


the operating room can do much 
to prepare the physician for general 
practice. The lessons in sterile technic 
he learns will stand him in good 
stead the rest of his life, because 
always peering over the shoulder of the 
physicians and surgeon alike is the 


specter of death from infection 


of the corrective processes will be lost in the glamor 
of the deed. 

The operating room is the crucible from which the 
slag must be removed, and the surgical resident 
chosen to continue. 


The resident 


The training of the surgical resident may be con- 
veniently divided into three phases: awareness, reali- 
zation, and fulfillment. 

The stage of awareness begins when he embarks 
upon his chosen career after completion of his in- 
ternship. He becomes aware of the vast amount of 
knowledge necessary to make him a complete and 
competent surgeon. He must possess an inner drive 
—something which must be a part of the individual, 
setting him apart; a sense which is the inner core of 
every surgeon, for which no sacrifice is too great. 

He is aware of his inadequacies, and must imme- 
diately prepare to overcome them. A constant review 
of the anatomy, physiology, and pathology, taken 
slowly case by case, with thorough preparation day 
by day, is vital. This is his golden opportunity to 
build a foundation of the technical knowledge which 
is the right arm of every surgeon. Building on this 
foundation is a never ending process which con- 
tinues throughout his life, if he wishes to maintain 
his professional ability and standing with his col- 
leagues and render to his patients the utmost in pro- 
fessional care which is their due. 

Coupled with this vast storehouse of knowledge 
which is his to enjoy is the ability to crystallize this 
knowledge into practical use. This ability comes 


_ slowly but surely. If it becomes apparent the resi- 


dent is unable to put his learning to practical use, 
he had best seek some other field of professional en- 
deavor; the surgeon, if nothing else, is a practical 
man, logical of thought and decisive of action. 

He must certainly train his hands to do his most 
delicate bidding, yet be strong enough to perform 
the most arduous of tasks. He must become ambi- 
dextrous and perform his tasks with repetitious fa- 
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naticism, to the end that his hands react with reflex 
ability equal to the speed of his mental processes, 

He becomes aware of the surgeon's responsibility 
to his patient, the hospital and its staff, and the com- 
munity at large. The measure by which he may 
fashion himself is based primarily on the character 
and quality of his preceptor or preceptors. In this 
connection, perhaps the surgeon should periodically 
conduct a personal professional audit of himself, in 
the cold light of his own conscience, realizing his 
responsibility in the training program and seeking 
ways and means of measuring up at least to the 
minimum standards which we have come to expect. 
The personal life of the surgeon comes in for its 
share of appraisal; his moral responsibilities are per- 
haps far greater than his professional excellence, and 
his dealings must be above reproach if the resident, 
the staff, and the community at large are to have 
continuing confidence in his ability. “Caesar’s wife 
must be above suspicion,” went the saying; and pe- 
culiarly enough, this principle is as true today as it 
was yesterday. 

The stage of realization comes slowly and many 
times without awareness. That which at first seemed 
glamorous is now shred of its cloak, and the cold 


hard realities of life are bared. He comes to see the . 


patient as an individual, perhaps the head of the 
house, with social and economic problems in contrast 
with the seriousness of his illness; the many peculi- 
arities and effect of religious connotations on the 
thinking of the patient; and the realization that a 
patient sick in body is also sick in mind. The skill 
with which the preceptor handles his patient and his 
family and the referring physician, before and after 
the operation, are integral parts of the training pro- 
gram. 

He begins to realize his own responsibilities on 
the team, and that he, by the right word at the right 
time, is often as valuable to the patient as the most 
powerful nostrum. The carefully developed strategy 
of the surgeon to combat a particular problem can 
be thrown into confusion if the resident is rough, 
abusive, inconsiderate, or impolite. He must be 
made to realize that many times he is the front man 
for the surgeon, and the tranquility with which the 
patient faces his ordeal can be augmented by the 
diplomatic approach of the resident. The ability 
with which he is able to develop this technic is of 
untold value to him when the position is reversed. 

He soon comes to realize the careful preparation 
and thought which go into the most commonplace 
procedures, and his ability to take part in these prep- 
arations is as essential as his ability to learn at the 
table the technics of surgery. The availability of 
frank and open discussions with his preceptor of the 
problems involved cannot be measured in individual 
cases, but should be a continuing process throughout 
his training period. The preceptor should accept 
these interrogations with patience and forbearance; 
the inquiring mind should never be blunted. 

The gradual assumption of responsibility com- 
mensurate with his intellectual maturity is part of 
this phase of his development. Responsibility should 
be given carefully and under supervision, but not 


necessarily obvious strict surveillance. The attending 
hysician cannot relinquish his responsibilities and 


delegate them to a resident; this would not be fair 


to the patient or the resident. However, the resident 
should be given an opportunity to develop the di- 
agnosis of certain patients, carry through certain 
simpler procedures of surgery, and participate in the 
postoperative care of the patient, under supervision. 

It is during this period of development that the 
resident should be made to realize the importance 
of hospital records, from the physician’s viewpoint. 
During his internship he was, of course, exposed to 
the mechanics of hospital charting, but now he 
should be held responsible for those portions of the 
hospital records which reflect the professional inter- 
pretation of the surgical problem, the preoperative 
evaluation and care of the patient, the surgical justi- 
fication with correlation of the pathologic and lab- 
oratory reports, and the final disposition of the case, 
all with the close supervision and approval of the 
attending physician. 

Throughout the period of training the resident is 
required to actively participate in the training of in- 
terns and junior members of the resident staff in the 
basic fundamentals of hospital and surgical prac- 
tices. This teaching experience is an integral part of 
the professional maturity of the budding surgeon, 
since he will be teaching throughout the rest of his 
life in one capacity or another; and, the better the 
teacher, the finer surgeons he will be able to pro- 
duce. 

The final stage of fulfillment of his surgical train- 
ing is a matter for careful and critical appraisal and 
development, because I believe this stage has been 
deficient in a great majority of institutions. It is 
during this phase that his surgical technics should 
have sufficient experience to polish manual dexterity 
and sharpen diagnostic acumen and therapeutic ap- 
proach. 

Sufficient opportunity for research projects should 
be afforded during this final phase, to give the resi- 
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dent opportunity to develop his analytic sense in 
evaluating the results of treatment, devise newer 
approaches to surgical problems, engage in animal 
surgery to perhaps develop unorthodox surgical pro- 
cedures for the benefit of mankind, prepare scientific 
papers for staff and professional society presenta- 
tions, and prepare mortality protocols. 

This stage requires the availability of surgical pa- 
tients in sufficient numbers to permit the maturity 
of the resident. In the majority of our institutions 
all the patients are private patients of the attending 
physician, and for him to relinquish the scalpel 
would be a violation of patient-physician relation- 
ship and probably subject the physician to justifiable 
criticism and possible malpractice action. 

Except in those hospitals that receive city, county, 
or state aid for indigent cases, there are few hospi- 
tals that can afford the luxury of charity patients 
whom the resident could rightfully operate under 
supervision. Herein lies the problem—securing suffi- 
cient clinical material to insure the resident means 
for perfecting his skills. Prepaid hospital insurance 
programs have reduced the availability of so-called 
charity or clinic patients to almost nothing. But there 
are still available cases, and money must be found 
to subsidize their hospitalization by public or private 
subscription or through some staff project. Without 
this training, the program of the resident in surgery 
is like frosting, without much cake. 

There are many phases of the training program of 
the surgical resident and intern which have not been 
covered. Minimum requirements of the institution, 
its physical properties, the professional staff, and the 
many “don’ts” have been published elsewhere and 
need no repetition here. 

I believe it is the desire of every surgeon to pro- 
duce other surgeons, who one day will surpass their 
preceptor, uplift the standards of surgical practice, 
and maintain high standards of morality and ethics. 
To this we dedicate ourselves. 

Philadelphia Savings Fund Bldg., 12 S. 12th St. 
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FREDERICK J. AUWERS, D.O., Dayton, Ohio 


Fractures of the pelvis are usually associated with 
direct traumata, such as crushing injuries or severe 
blows. Falls from heights, mining and construction 
accidents, and automobile accidents account for a 
considerable proportion of these injuries. The in- 
creased number of serious automobile accidents has 
resulted in an increased number of pelvic fractures. 
Reported incidence may be deceptively low, since 
in fatal injuries a fracture of the pelvis can easily 
be overlooked. 

The location of the fracture and associated in- 
juries depend upon the forces exerted at the moment 
of impact. The pelvis is designed to transmit the 
weight of the upper part of the body to the femoral 
head in a standing position and through the ischial 
tuberosities in a sitting position. 

The conception of the pelvis as being a group of 
arches, described by Morris,’ is of value in under- 
standing the location of the fracture in a particular 
injury and also in formulating a plan of treatment. 
According to this concept, the iliac bones and 
sacrum form an arch which supports the trunk in 
the erect position; the ischia, iliac bones, and sacrum 
form the arch which supports the trunk in the sitting 
position. In addition, there are two tie arches which 
provide additional support. Excessive stress applied 
to an arch and its supporting arches usually causes 
a failure of the supporting arches first. Likewise, 
the posterior main arches of the pelvis are rarely 
broken without there also being a fracture of a 
supporting arch. 

The presence of a pelvic fracture should be an- 
ticipated in most instances after examination of the 
patient. Pressure applied in a medial direction by 
the hands clasped over the iliac crests will tend to 
compress the pelvis. In complete fractures only a 
minimal amount of force will produce pain at the 
location of the fracture. Minimal pressure applied 
posteriorly and laterally over the anterosuperior iliac 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Los Angeles, October 27, 1959. 
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Fractures of the pelvis* 


spines will tend to gape the fragments of a complete 
fracture of the pelvis and again will produce pain 
at the fracture site. 

Fractures of the acetabulum with displacement 
may have an apparent shortening of the affected 
leg. Attempts to manipulate the affected hip in ace- 
tabular fractures will produce pain over the hip 
joint. 

Inasmuch as definitive diagnosis will be dependent 
upon roentgenograms, it is not justifiable or wise to 
use extreme force in attempting to reach a diagnosis 
from physical findings. Traumatic shock and other 
associated injuries may require treatment before 
any care is rendered the fractured pelvis. Intra- 
cranial injuries, crushing injuries of the thorax, intra- 
abdominal injuries such as a ruptured spleen, liver, 
or bowel, or injuries to the urinary tract will require 
either prior or concomitant treatment with that of 
the fractured pelvis. 

The relatively high mortality rate associated with 
pelvic fractures is largely due to the seriousness of 
the associated injuries. There is not necessarily any 
correlation between the seriousness of the associated 
injury and the degree of displacement of the pelvic 
fragments. One man fell from a truck that over- 
turned while spraying tar on a road; the degree of 
displacement was minimal, yet he developed a 
paralytic ileus. He responded well to the treatment 
of the ileus and recovered without any disability. 
A woman who was 7 months pregnant was injured 
in an auto accident. A wide separation of the sym- 
physis occurred, but there was no rupture of the 
bladder or urethra. The infant was delivered by 
cesarean section and the mother recovered without 
disability. Another man, who later died from crush- 
ing injuries of the thorax, a fractured humerus, and 
fractured pelvis, had walked home after he was 


- crushed and rolled between two buses. 


Moderate abdominal rigidity and tenderness may 
be caused by retroperitoneal hemorrhage from 
the fracture without intra-abdominal injury. More 
pronounced abdominal rigidity may be caused by 
a ruptured liver or spleen and intra-abdominal hem- 
orrhage, in which case prompt surgical management 


would be required. The urinary tract should always 
be carefully evaluated. 

If the patient is able to void freely with a good 
pressure and a normal urinary color or slightly pink 
discoloration, there is probably no major injury to 
the urinary tract. However, the degree of hema- 
turia is not a good criterion for evaluating damage 
to the bladder or urethra. If the patient voids a 
large amount of grossly bloody urine there is prob- 
ably an injury to a kidney. An effort should be made 
to gently pass a catheter through the urethra into 
the bladder if the patient is unable to void and it is 
presumed that there should be urine in the bladder. 
If the catheter is introduced with ease and clear 
urine of a reasonable amount is obtained, there is 
probably no serious injury to the urinary tract. If 
only a few drops of bloody urine are obtained, there 
is probably an intraperitoneal bladder rupture. If 
a small amount of bloody urine is obtained which 
can be increased by suprapubic pressure, there is 
probably an extraperitoneal bladder rupture present. 
Failure to introduce the catheter may be because 
of a rupture of the urethra. 

A rupture of the bladder may be intraperitoneal 
or extraperitoneal. Intraperitoneal ruptures occur 
near the apex of the bladder posteriorly and are 
caused by force applied to the anterior abdominal 
wall with the bladder distended. Extraperitoneal 
ruptures of the bladder usually occur in the anterior 
wall near the neck of the bladder and may be caused 
by displacement of a ramus or wide separation of 
the symphysis. Rupture of the urethra occurs an- 
terior or posterior to the triangular ligament. The 
defect of a rupture of the posterior urethra and a 
hematoma can sometimes be palpated rectally. 

A cystogram and urethrogram are of benefit in 
establishing a differential diagnosis. The rupture 
of a bladder or urethra is a urologic problem, the 
management of which takes precedence over man- 
agement of the pelvic fracture. With wide displace- 
ment of the symphysis it may be impossible to 
introduce a catheter into the urethra or to attempt 
repair of the bladder rupture. In such an instance 
dislocation of the pelvis will require reduction be- 
fore the bladder can be repaired. 

Rarely, in displaced fractures of the ischium and 
pubes, the rectum, vagina, or large pelvic vessels 
may be injured. In lateral crushing injuries the frag- 
ments tend to be displaced inward while in antero- 
posterior crushing injuries the fragments may tend 
to be separated slightly. Usually unilateral fracture 
of the pubic rami, which is the most commonly 
encountered pelvic fracture, needs to be treated 
only by bed rest. With a break in the continuity of 
the pelvic ring at one level, gross deformity cannot 
occur. With minimal displacement of the fragments 
it is not necessary to do any more than keep the 
patient at bed rest in the supine position for 3 or 4 
weeks. He will be made more comfortable by keep- 
ing a pillow beneath his knees. Undoubtedly this 
type of fracture is often overtreated. 

An obese nurse was injured when her car over- 
turned at a railroad crossing, and she suffered a 
fracture of the right horizontal pubic ramus with 
minimal displacement. She was placed in a pelvic 
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sling for two reasons: I thought it would be easier 
to get a bedpan under her, and she expected this 
type of treatment. She had a contusion of the left 
buttocks and complained of being uncomfortable 
in the pelvic sling over the point of fracture even 
though she was not suspended above the bed. After 
2 weeks I removed the pelvic sling and she was 
much more comfortable. 

With a fracture of both rami of the pubis bilater- 
ally, or fracture of both pubic rami unilaterally and 
a separation of the symphysis due to lateral com- 
pression, there is still usually only minimal displace- 
ment with no disturbance of weight bearing. The 
period of recumbency in the supine position should 
be increased to 5 or 6 weeks. 

If there is slight separation of the fragments the 
patient will probably be more comfortable in a 
pelvic sling. Use of a pelvic sling may facilitate use 
of a bedpan, although a fracture bedpan can be used 
without too much discomfort when the sling is not 
used. The associated muscle spasm can be partially 
relieved by skin traction applied to both legs for 2 
or 3 weeks. A pillow should be placed under the 
patient’s knees with each leg abducted 15 to 20 de- 
grees. The patient should exercise his legs daily as 
soon as he can do so without pain. 

The pelvic sling should be suspended by a force 
equivalent to about one fourth the weight of the 
patient. It should not lift the patient off the bed. 
Excessive lateral compression is prevented by having 
the ends of the sling separated adequately. The sling 
must be slid superiorly for use of the bedpan, or 
it can be slit and fastened with buckles for this 
purpose. 

The sling may be used for 4 to 6 weeks depending 
upon the severity of the fracture and the habitus of 
the patient. In the more severe fractures confine- 
ment in bed with the patient being permitted to 
turn at will may be required for an additional 1 
or 2 weeks. He will then be permitted to ambulate 
with crutches for 1 to 2 weeks. Activity may be 
gradually increased with full resumption of activity 
in 12 to 14 weeks. 

In fractures of the wing of the ilium there is little 
tendency for marked displacement of the fragments 
to occur because of the muscular attachments. In 
fractures of the anterosuperior iliac spine (Duver- 
ney’s fracture) which occur as a result of the forcible 
contraction of the sartorius and tensor fascia lata 
muscles, the anterosuperior iliac spine will reunite 
at a slightly lower level without disability after con- 
servative management. This fracture may be treated 
simply by bed rest with the affected thigh flexed 
and abducted by keeping pillows beneath the knee. 
This patient can be permitted to sit up at any time 
and to walk in 4 to 5 weeks. An avulsion fracture 
of the rectus femoris muscle with slight displace- 
ment of the anteroinferior iliac spine should be treat- 
ed in the same manner. 

An isolated fracture of the tuberosity of the ischi- 
um may occur as a result of forcible muscular con- 
traction of the hamstrings in a young individual or 
as a result of a fall in the sitting position in an older 
individual. Rest in bed for 4 to 6 weeks will result 
in healing of the fracture without permanent dis- 
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ability, although sitting may be painful for a number 
of months. 

In these fractures of the pelvis a trapeze is of 
value in helping the patient to move, especially in 
getting on and off the bedpan. Bed boards beneath 
the mattress make most patients more comfortable; 
however, some will feel better without them. 

Transverse fractures of the sacrum occur as a re- 
sult of a direct blow and are usually just below the 
sacroiliac joints. The lower fragment may be dis- 
placed anteriorly. If there is considerable displace- 
ment the lower fragment can be carefully pushed 
back into a relatively normal relationship by a finger 
in the rectum. Extreme care must be exercised not 
to convert the closed fracture into an open fracture. 
If there is considerable pain the patient may be con- 
fined to bed for 2 to 4 weeks. Normal resumption of 
activity may be anticipated in approximately 6 
weeks. 

A more serious injury of the pelvis causing com- 
plete disruption of the pelvis, the double vertical 
fracture of Malgaigne, may occur as a result of se- 
vere anteroposterior compression of the pelvis. This 
fracture occurs when the anterior tie arch is dis- 
rupted and the force then produces a break in the 
continuity of the posterior main arch of the pelvis. 
Anteriorly there is a fracture of both pubic rami or 
a dislocation of the pubic symphysis or a fracture 
near the symphysis; posteriorly there is a subluxa- 
tion of the sacroiliac joint or a vertical fracture of 
the ilium near the sacroiliac joint. Half of the pelvic 
girdle becomes widely displaced with the attached 
leg. Gross deformity with apparent shortening of the 
leg on the displaced side is present. 

For management of this type fracture various 
means have been devised. Skeletal traction to one 
or both legs, well-leg traction, pelvic sling and 
girdle, and wiring of the fragments have been uti- 
lized in the treatment of this injury. Watson-Jones? 
is of the opinion that this patient should be treated 
in the lateral recumbent position. Minor separations 
of the symphysis with subluxation of the sacroiliac 
joint can be reduced without anesthesia by placing 
the patient on his uninjured side on a fracture table 
with the ilium and trochanter supported by a pelvic 
rest. This position approximates the pubic symphy- 
sis. The dislocation of the sacroiliac joint is reduced 
by rotating the crest of the dislocated ilium anter- 
iorly and inferiorly. If additional lateral compression 
is required to maintain reduction, the patient may be 
placed on the injured side. Reduction should be 
ascertained by recheck roentgenograms before ap- 
plication of the cast. 

A double plaster spica cast extending down to 
just above the knees is applied, with the bony prom- 
inences padded with felt. Postreduction roentgeno- 
grams should be made to confirm maintenance of 
reduction. The patient is encouraged to lie on his 
side during the period of recumbency. Muscle atro- 
phy will result in the cast fitting more loosely, and 
a new cast should be applied in 4 to 5 weeks. The 
second cast should also be applied with the patient 
in a lateral recumbent position. The cast should be 
left on 3 months. Active exercises of the leg should 
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be continued to maintain quadriceps tone and pre- 
vent stiffness of the knee joints. 

If there is superior displacement of the innomi- 
nate bone in addition to the rotation, continuous 
traction may be required to maintain reduction of 
fractures of the ilium near the sacroiliac joint. The 
leg on the dislocated side is supported by a Thomas 
splint incorporated in the plaster cast. Skin or skele- 
tal traction through the tibia may be used to main- 
tain continuous traction. 

If in spite of closed management, deformity of 
the pelvic girdle still exists, a good functional 
result can usually be anticipated. These fractures 
tend to heal in spite of displacement of the frag- 
ments. The pelvis acts as a unit; hence, deformity 
does not affect function to any appreciable extent. 
Gross deformity of the pelvic outlet in females of 
child-bearing age will necessitate cesarean section 
for delivery of the infant. 

Deformity of the pelvis resulting in an inequality 
of the relative height of the acetabuli will act in 
the same manner as a leg length difference. Frac- 
tures of the acetabulum, which have not been dis- 
cussed in this paper, require accurate reduction of 
the fragments, with open reduction and internal 
fixation being required in many instances. Traumatic 
arthritis of the hip joint is likely to occur after a 
fracture of the acetabulum. 

Generally speaking, open reduction of fractures 
of the pelvis is not indicated. The satisfactory func- 
tional end results of closed management and the 
dangers incident to open reduction make closed re- 
duction the treatment of choice. 1022 Harries Bldg. 
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Discussion 
CHESTER H. LYON, D.O., Los Angeles, California 


May I congratulate Dr. Auwers on a concise, well- 
documented presentation of his subject. There are 
several points I wish to emphasize: 

1. Early crutch ambulation should begin as soon 
as the acute subjective symptoms have subsided. 

2. In the early stages, careful evaluation of gen- 
itourinary function should be made, as these cases 
are often complicated by bladder laceration or rup- 
ture of the ureters. A late complication is genitouri- 
nary infection, secondary to the trauma. 

3. Paralytic ileus is a complication to be antici- 
pated and controlled in the early stage of care. 

4. Observe and treat for shock. 

5. Anticipate and treat phlebitis, which is a com- 
mon sequela of this injury. 

I would disagree with Dr. Auwers on one point. 
He states that wide displacement of the symphysis 
pubis should be reduced before repairing the uri- 
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nary tract injuries. Manual approximation of the 
symphysis pubis, even with the patient under deep 
anesthesia, is practically impossible. I have seen men 
attempt to wire the pubes together, and they have 
failed even to move them. Sling and extension ap- 
paratus may partially correct this displacement, but 
only after several days or weeks of treatment. In- 
stead, the treatment should be cystotomy for control 
of urinary problems and the accepted sling and ex- 
tension treatment to follow that. Further repair of 
the bladder can be performed at a later date, after 
the pelvic problem has been controlled. 

I am also sorry that Dr. Auwers did not include 
central acetabular fractures in his paper; in my 
opinion, this type of injury is second only to the 
Malgaigne or “nutcracker” pelvic fracture in residual 
disability. Even with the best of care, the end re- 
sult is usually an arthritic hip, although aseptic ne- 
crosis of the femoral head is not too uncommon a 
sequela. The acetabular fracture with central dislo- 
cation of the femoral head, or fracture of the supe- 
rior rim of the acetabulum, are the only pelvic frac- 
tures (with few exceptions ) warranting correction by 
surgical means if not reducable by closed methods. 


Otherwise, patient disability is inevitable. 
6222 Wilshire Blvd. 


Discussion 
GLEN W. COLE, D.O., Levittown, Pennsylvania 


In summarizing Dr. Auwers’ presentation, I would 
like to emphasize diagnosis and management. 
Manual compression of the pelvis from side to 
side will produce pain at the site of fracture. Mini- 
mal pressure applied over the anterosuperior iliac 
spines will also aid in locating fracture site by pain. 
Complications are the results of injuries to asso- 
ciated structures which must receive immediate 
treatment. Evaluation of the injured person for gen- 
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eral condition and localization of pain, tenderness, 
and rigidity are the factors to be considered in as- 
sessing associated pathologic change. 

The outline of diagnosis of bladder injury is very 
clear. Open reduction of pelvic fractures is rarely 
necessary except where displacement of fragments 
is related to a ruptured or lacerated viscus requiring 
surgical repair. In this instance, reduction of the 
fracture may be necessary to facilitate repair of the 
other damaged structures. 

In unilateral fractures with minimal displacement, 
bed rest for 3 or 4 weeks is usually adequate man- 
agement. When both pubic rami are involved, either 
bilaterally or unilaterally, with some separation of 
the symphysis pubis, and when minimal displace- 
ment is evident, the period of recovery in bed should 
be increased to 5 or 6 weeks. 

The pelvic sling may produce more comfort when 
slight separation of the fracture site is present. When 
the sling is used, a period of 4 to 6 weeks is neces- 
sary, depending upon the severity of the fracture 
and habitus of the patient. After the sling is re- 
moved, the patient can be allowed 1 or 2 weeks 
with freedom of movement in bed for turning, after 
which ambulation with crutches for 1 or 2 weeks 
is permitted. Activity may be gradually increased 
with resumption of normal activity in 12 to 14 weeks. 

Fractures of the wing of the ilium, anterosuperior 
iliac spine, anteroinferior iliac spine, or fracture of 
the sacrum without displacement can all be treated 
conservatively with 2 to 4 weeks of bed rest. Sacral 


fractures with displacement can be reduced by dig- 


ital manipulation. 

Severe disruption of the pelvis caused by lateral 
posterior compression is the one instance in which 
treatment requires application of a plaster cast, and 
Dr. Auwers’ description is quite complete. As he 
points out, open reduction is rarely necessary for 
pelvic fractures except where complicating involve- 
ment of other structures requires surgical interven- 
tion. 185 Snowball Drive 
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HAROLD E. CLYBOURNE, D.O., F.A.C.O.S., Co- 
lumbus, Ohio 


This is a discussion of a case in which a Charcot’s 
hip joint was repaired with an F. R. Thompson pros- 
thesis with good results. The proximal shaft of the 
femur was then fractured by a fall, necessitating an 
open reduction and internal fixation. Within a year 
following this second operation, a Charcot’s joint de- 
_ veloped in the tarsal area of the left foot, with major 
collapse and disorganization of the talus. 


Case report 


On February 1, 1956, I was asked by a former pa- 
tient, now out of town, to care for an employee of 
his, who had fallen over some baggage in a hotel and 
broken his hip. The man arrived the next day, and 
walked into the hospital using a cane. This was the 
first indication that something was amiss. When the 
hip was examined, there was seen to be marked 
enlargement or thickening throughout the thigh and 
gluteal area. This finding, in conjunction with the 
lack of pain, aroused suspicion of a neurogenic 
arthropathy. 

Roentgenograms taken on the day of admission 
showed evidence of apparent fracture with absorp- 
tion of the major portion of left femoral head and 
neck. Complete separation was noted, and unor- 
ganized irregular calcifications lateral to the trochan- 
teric area, extending into the area medial to the 
upper femoral shaft and that of the obdurator fora- 
men on the involved side, were visualized. The 
roentgen diagnosis was fracture of the femoral neck 

with neurogenic arthropathy. 
‘The serum Kahn test was nonreactive, but the 
spinal fluid Kahn and Kolmer tests were reactive. 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Los Angeles, October 26, 1959. 
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Treatment of 
Charcot’s joints 


Case report* 


The Kline test was weakly reactive, and the Mazzini 
test was nonreactive. Other spinal fluid tests were 
essentially negative. 

The patient reported having had gonorrhea ap- 
proximately 18 years ago, and thought he might 
have had a chancre at the same time. He remem- 
bered receiving salvarsan treatment during this pe- 
riod. He also stated that it had recently been diffi- 
cult for him to walk in the dark. 

The Doctors Hospital medical staff established a 
regimen of penicillin treatment as follows: 1,500,000 
units daily for 10 days preoperatively, followed by 
the same dosage for 12 days postoperatively. The 
patient was to return for serologic rechecks at 3 and 
6 months postoperatively. 

On February 22, a partial ostectomy of the re- 
maining femoral head and neck, with arthroplasty of 
the left hip joint, using a F. R. Thompson prosthesis, 
was performed. Recovery was uneventful, and on 
March 3 ambulation on crutches was begun. Light 
weight bearing with crutches was begun on March 7. 

On March 11, the patient was released and went 
home by taxi. Thirty minutes later, the cab driver 
had brought him back to the emergency room with 
a broken leg. When the patient had arrived home, 
he had insisted on climbing the steps unaided, and 
had fallen backward and landed on his left hip and 
leg. He described having felt something “snap,” and 
that he had a sensation of his leg coming loose, but 
said there had been no pain. 

Roentgenograms taken that day showed evidence 
of a spiral oblique fracture involving an area of 


‘about 7 inches, including the area enclosing the 


prosthesis and about 2% inches more of the shaft. A 
large medial fragment, elliptical in shape, was sep- 
arated; the upper portion of the shaft also existed as 
a separate fragment. There was relatively little over- 
all displacement. No other fracture was identified. 
The patient was placed in traction until he had re- 


covered from shock and the mental depression inci- 
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dent to it. On March 15, an open reduction of the 
hip and proximal femur was performed. The fracture 
involved the upper third of the femoral shaft; this 
area was immobilized internally with two Parham 
bands. He was then placed in a cast. Postoperative 
roentgenograms taken on March 16 showed evidence 
that the intramedullary portion of the prosthesis was 
within the medullary canal. The Parham bands 
were in their places at the inferior portion of the 
pin, encircling the bony fragments in this region. 
Alignment and coaptation appeared to be satisfac- 
tory in the upper portion of the fracture. 

The patient was discharged by ambulance 10 days 
postoperatively, and brought back for recheck roent- 
genograms on April 28. Two projections were taken 
through the cast and compared with the March 16 
studies. Similar alignment was seen, and there was 
no change in the position of the prosthesis. Some 
degree of cortical callus formation was identifiable 
medially, but over-all osseous union did not appear 
to be substantial at this time. 

The cast was removed on July 20, and further 
roentgenographic studies were made. At that time 
there appeared to be quite extensive and somewhat 
bizzare proliferative cortical callus throughout the 
fracture area, and there was also evidence of de- 
veloping medullary union. 

The patient was ambulatory on crutches on August 
10, when further x-ray studies were made. There 
appeared to be substantial additional proliferative 
cortical callus forming around the fracture area. The 
appearance suggested that there may have been 
actual lateral bridging between the pelvis and tro- 
chanteric area. 

Roentgenographic reports dated September 25 
stated that there had been no definite evidence of an 
increase of osseous union, and that the area appeared 
to be reasonably substantial; however, studies made 
on November 6 showed appreciable increase in over- 
all ossification as compared with the last studies. 

The patient was discharged and went to Califor- 
nia, where he was under the care of an orthopedist. 
Within a short time I received word that he was be- 
ginning to complain of pain, weakness, and marked 
swelling of the left ankle. Periodic reports empha- 
sized the condition of the ankle, with only brief 
mention of the hip. 

On September 19, 1957, he returned to Columbus 
for further examination. The ankle was badly swollen 
and discolored. There was roentgenographic evi- 
dence of an arthritic involvement compensated with 
what appeared to be a major collapse and disorgani- 
zation of the talus, giving the appearance of a Char- 
cot’s joint. Roentgenograms of the hip taken at the 
same time showed the prosthesis to be in good posi- 
tion. The over-all osseous union in the areas of frac- 
ture and prosthesis appeared to be very substantial. 
The massive extraneous calcification previously noted 
remained essentially unchanged. Measurement films 
of the legs showed a 42 mm. shortening on the left 
side as compared with the right. Since this repre- 
sented approximately 1-3/16 inches, the heel on the 
patient’s left shoe was built up 1% inches and the 
sole was built up % inch. 
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A neurologic consultant gave a diagnosis of tabes 
dorsalis with Charcot’s arthropathy of the left hip 
and ankle joint. 

Blood and spinal fluid laboratory findings taken at 
that time were essentially negative. ! 

The patient went back to his old hotel job in the 
West, and I received periodic reports stating that he 
was doing quite well except for slight ankle and hip 
pain and rather severe headaches. He returned to 
Columbus on March 3, 1959, for a check-up because 
of the increasing severity of these headaches. At this 
time roentgenographic studies were again made of 
the hip and ankle. The proliferative change around 
the upper left femoral shaft was found to be some- 
what more extensive than at the last examination. 
The prosthesis remained in place, and the old frac- 
ture sites in the trochanteric and subtrochanteric 
areas appeared to be substantially healed. The ap- 
pearance of the prosthesis in relation to the acetabu- 
lum was satisfactory, and the pelvis was not other- 
wise remarkable. Examination of the ankle showed 
evidence of appreciable additional collapse of the 
talus as compared with the last study. The superior 
surface of the talus was inclined laterally, giving an 
appearance almost like partial subluxation, which 
continued to make the area look like a Charcot’s 
joint. There were also some corresponding changes 


- in the articular margins of the distal tibia. 


Spinal fluid studies had the following results: To- 
tal protein, 12.0 mg. per 100 cc.; no globulin in- 
crease; nonreactive Kahn test; and colloidal gold 
curve, 0000000000. A serum Kahn test was negative. 

Consultation with E.E.N.T. staff uncovered a se- 
rious sinus involvement which could have been 
causing the headaches. The patient was advised to 
have a sinus operation in the hope that this would 
help. 

The patient returned to the West, where he is 
working at a job which requires him to stand for ex- 
tended periods. 


Discussion 


Luck gives the following as the most marked 
changes found in a Charcot’s joint: 

A thickened hyperplastic joint capsule develops 
rapidly as a result of repeated and frequent episodes 
of synovial effusion and hemarthrosis. As the ar- 
thropathy advances, the capsule becomes bulky and 
stretched with a considerable quantity of fluid. 

There is marked hypermobility of the joint. The 
most important clinical findings result from stretch- 
ing and rupture of the joint ligaments. Subluxation 
and dislocation become possible through the yielding 
of the ligamentous structures. 

Heterotrophic cartilage and bone sooner or later 
form in the joint capsule. This formation may be 
small or massive, or single or multiple. When it is 
multiple, some of the formations usually hang by 
pedicles into the joint or become separated from 
their pedicles to roam the joint as free bodies. 

There is also migration of the capsular attachments. 
As the articular cartilages and underlying bone are 
worn away, the capsule may be forced to shift its 


4 
¥ 
t 
i 
2 
| 
j 
j 
H 
2 


bony attachment proximally or distally for several 
centimeters in order to enclose the bone ends. 

The fifth change suggested by Luck’ is that patho- 
logic and spontaneous fractures tend to occur in 
arthropathies. These fractures result from osteoporo- 
sis and usually are compression fractures, occurring 
at bone ends. Spontaneous fractures are a response 
to a combination of factors: loss of the protective 
influence of pain sensation, and poorly coordinated, 
weakened musculature. They heal normally if prop- 
erly immobolized; however, healing is generally de- 
layed. 

Charcot’s joint is characterized by a large painless 
joint which is waxy and spindle-shaped in appear- 
ance. Once the process starts it progresses rapidly 
to an extreme degree of tissue destruction, often 
within a few months. 

The case just presented is typical throughout. 
There was spontaneous fracture with almost com- 
plete disintegration of the head and neck of the 
femur, a loss of feeling and sensation, massive swell- 
ing, massive healing in a bizarre pattern, and a high 


Pathogenesis 


PHILIP GOLDING, B.A., M.A., D.O., Lancaster, 
Pennsylvania 


Resorption atelectasis with hyalinelike membrane 
appears to be an increasingly frequent cause of neo- 
natal death. It is estimated that the deaths of 5,000 
to 20,000 babies a year in the United States may be 
attributed to this syndrome.*? The condition has 
been recognized for many years and has masquerad- 
ed under such titles as primary alveolar dysplasia, 
abnormal pulmonary ventilation, vernix membrane, 
postnatal asphyxia with atelectasis, and perinatal 
distress syndrome. 


®This paper was prepared during a residency in the Department of 
Pathology, Lancaster Osteopathic Hospital, of which Alexander W. 
Mazerski, D.O., is head. 
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Hyaline membrane disease 


and possible therapy* 


positive spinal fluid which cleared up under intep. 
sive therapy. 

I am of the opinion that if the second fracture had 
not occurred, this patient would have had an excel. 
lent result without any unbalance of leg length. Be. 
cause of the loss of feeling and sensation, he would 
have been an ideal subject for a prosthesis; this was 
demonstrated immediately after the first operation, 
while he was ambulating on crutches and swinging 
the leg in all directions. 

Another point of interest is that a second Charcot’s 
joint also developed, this time involving the talus, 
It also had the typical characteristics. 

111 W. Third Avenue 
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Clinical manifestations 


At birth, the child either breathes spontaneously 
or respiratory movements are easily initiated. He is 
taken to the nursery and placed in an Isolette where 
his condition is recorded as good. During the first 
hour or two, unnoticed at first, the respiratory rate 


- increases. Respirations are soon rapid and breathing 


labored. Cyanosis appears as well as retraction of 
the sternal and the costal margins with each respira- 


_ tion. Auscultation fails to reveal any significant path- 


ologic change. Air exchange appears to be within 
normal limits and rales are not heard. Roentgen ex- 
amination reveals a characteristic though not a 
pathognomonic reticulogranular appearance of both 
lung fields. With increased oxygen supplement, the 
child appears improved and cyanosis is dispelled. 
However, usually within 8 to 30 hours the infant 


again becomes cyanotic, respirations are rapid and 
irregular, and all measures fail to relieve the cyano- 
sis. Seldom does an infant with this syndrome sur- 
vive beyond the third day. 


Pathology 


The lungs are of normal size, but appear deep 
reddish-purple with the consistency of liver. Micro- 
scopically, extensive atelectasis is present. Scattered 
within these areas are an occasional distended alveo- 
lar duct, alveolus, or bronchiole which is lined by a 
homogeneous acidophilic membrane. Since the al- 
veolar spaces can no longer receive or participate in 
gaseous exchange, the capillaries in their walls reab- 
sorb the air that is present with resultant collapse 
of the alveolar spaces. The intense engorgement of 
the interalveolar capillaries is responsible for the 
color. Amniotic debris may be present as well as 
such inconstant findings as intra-alveolar hemor- 
rhage, pneumonia, and interstitial emphysema. 

The composition of the hyalirelike membrane has 
been a matter of conjecture. Gitlin and Craig,’ using 
fluorescent antibody and dvestaining procedures, 
have shown that the hyalinelike membranes in these 
infants were composed largely of fibrin. Other ele- 
ments, such as lipid and squamous cells from the 
vernix caseosa in the amniotic fluid, also are incor- 
porated into the membrane. 


Etiology 


Resorption atelectasis has a predilection for pre- 
mature infants and full-term infants delivered by 
cesarean section. This, to many, offered a clue as to 
possible etiology of hyalinelike membrane. It was 
thought that because of the small size of these in- 
fants, their bodies were not subjected to the normal 
“milking action” of a vaginal delivery—that is, to in- 
creased intrathoracic pressure. This pressure was 
thought to “milk out” any amniotic fluid which might 
be present in the lungs. Delivery of a near full-term 
infant by cesarean section would also have failed to 
subject the infant to this increased intrathoracic 
pressure. However, such a theory could not explain 
why all premature infants or all infants delivered by 
cesarean section do not acquire resorption atelec- 
tasis. 

Recently, a relationship has been established be- 
tween those children who acquire hyaline membrane 
disease and mothers who are diabetic. These moth- 
ers were often discovered to be diabetics only be- 
cause this relationship was known to exist and subse- 
quent examinations were confirmatory. It has also 
been postulated that those who do not show diabetes 
at this time are actually potential diabetics and will 
be diabetics in the future.* 

Shanklin® investigated the possible role of cardio- 
vascular factors in the development of hyalinelike 
membrane. Hyalinelike membrane was found to be 
significantly more common in instances of cardiac 
malformation, hypertrophy, or other conditions 
which produce a physiologically deficient left ven- 
tricle. The pulmonary edema which resulted from 
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left heart failure was closely associated with forma- 
tion of the membrane. It was considered that the 
hyalinelike membrane was the end stage of a pro- 
gressive development of pulmonary edema, with 
fluid, concentration, precipitation, and loose adher- 
ence to the walls of air spaces. 

Lieberman’ has studied the tissue fibrinolytic ac- 
tivity of 49 fetuses and infants dying perinatally, in- 
cluding 8 with hyalinelike membrane formation. He 
discovered that none of the 8 infants with hyaline- 
like membrane showed this fibrinolytic activity. Lack 
of this activity was related to an absence of a tissue 
activator of plasminogen. This tissue activator trans- 
forms plasminogen, an inactive substance, to its ac- 
tive component plasmin, which has fibrinolytic ac- 
tivity. 

Hyaline membrane disease can be experimentally 
produced in animals. This is done by subjecting ani- 
mals to high concentrations of oxygen. Guinea pigs 
and rabbits, animals subject to hyaline formation 
from oxygen poisoning, demonstrated a deficiency of 
the tissue activatory of plasminogen. This was in 
contrast to rats, whose lungs contain the enzyme 
and were found to be more resistant to the formation 
of the membrane. These lesions appeared more 
readily when the oxygen was supplemented by nebu- 
lized amniotic fluid. 


Discussion 


It can be concluded from the material reviewed 
that a number of conditions must exist for the syn- 
drome of hyalinelike membrane to develop. First, a 
fluid containing fibrin must be present in the alveolar 
spaces. Approximately 5 to 15 cc. of amniotic fluid 
can be obtained from the stomach and tracheobron- 
chial tree in full-term infants delivered vaginally. In 
full-term babies delivered by cesarean section, the 
amount is 30 to 60 cc.* The amount of aspirated 
amniotic fluid may be greater if the infant has been 
subjected to fetal distress in utero with increased 
respiratory movements. Fluid may also be present in 
the lungs in the form of pulmonary edema. This is 
commonly seen in premature infants because of their 
negligible cardiac reserve. Miller® suggested that the 
respiratory difficulties of infants born to diabetic 
mothers are also caused by cardiac hypertrophy and 
failure. 

A second condition would be an absence or de- 
creased amounts of the tissue activator of plasmino- 
gen, which has been called cytofibrinolysokinase, so 
that fibrinolytic activity is minimal. It may also be 
possible that this enzyme may either be present in 
small amounts or increased thromboplastic activity of 
aspirated amniotic fluid may compete for or block 
the enzyme. There is little question that certain 
amniotic fluids can initiate or enhance the conver- 
sion of the soluble fibrinogen in an effusion to in- 
soluble fibrin.’° 

A third possible factor in the pathogenesis of this 
syndrome is oxygen. Oxygen, because of its drying 
effect, can concentrate either the edema fluid or the 
amniotic fluid. This has in effect concentrated the 
amount of available fibrin for the formation of the 
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hyalinelike membrane. In the absence of fibrinolytic 
activity, the infant is defenseless to remove or to 
prevent formation of the membrane. 


Therapy 


Immediately following delivery, aspiration of the 
contents of the stomach and tracheobronchial tree 
should be performed. If the procedure is delayed 2 
or more hours, the amniotic fluid is well fixed in the 
alveolar walls and bronchial tree.* Aspiration of the 
stomach contents is performed, with intermittent 
compression of the abdomen, by introducing a soft 
rubber catheter two or three times. For tracheo- 
bronchial aspiration, the physician introduces an in- 
fant laryngoscope into the oropharynx and gently 
lifts the epiglottis. With the trachea exposed, a soft 
rubber catheter is placed in the hypopharynx. An 
assistant applies gentle artificial respiration on the 
anterior chest wall, while the physician aspirates the 
amniotic fluid as it appears in the hypopharynx and 
trachea. 

The value of prophylactic digitalization or vene- 
section with removal of 10 to 20 per cent of blood 
volume to correct the hypervolemic state, in prema- 
ture infants or infants born to diabetic mothers, is 
beyond the scope of this paper. However, it can be 
said that oxygenation of tissues depends upon good 
circulation and hemoglobin concentration of blood 
rather than total body hemoglobin. Consequently, a 
desperately grunting, dyspneic, cyanotic baby will 
be greatly improved by the withdrawal of 30 to 50 
cc. of blood, if this restores circulatory competency. 
The problem of electrolyte balance with the preven- 
tion of hyperkalemia and metabolic acidosis is a 
difficult one at this age. 

Certainly the dangers of high concentrations of 
oxygen in the neonatal period have been drawn 
dramatically to our attention with the discovery of 
the role of oxygen concentration in the production 
of retrolental fibroplasia. However, the practice is 
still to administer 100 per cent oxygen to every child 
at birth while in the “hot box” of the delivery room. 
Often in our efforts to provide better oxygenation 
for the child developing hyaline membrane disease, 
and because it does produce a transitory improve- 
ment, the child is unwittingly subjected to this 
noxious element in its most concentrated form, often 
by nasal catheter. 

Finally, what can be done when the activator of 
the tissue fibrinolytic system is absent? It is known 
that streptokinase, the enzyme produced by beta- 
hemolytic streptococci, is an activator of plasminogen 
which in its active state is a fibrinolysin. This mate- 
rial is not toxic but is antigenic. In adults, the value 
of streptokinase or other bacterial metabolites is 
limited because a significant portion of the popula- 
tion has had streptococcal infection; therefore, the 


sera of these individuals contain variable amounts of 
antistreptokinase and antistreptokinase-plasmin sys- 
tem inhibitors. In a newborn infant, this becomes a 
problem because of the probably passive transfer of 
these antibodies to the fetus. This offers a possible 
explanation for the failure of fibrinolytic enzymes to 
dissolve the hyalinelike membrane as reported by 
Nelson.” 

A new fibrinolytic substance, Actase, has recently 
been introduced; this substance is human fibrinolysin 
and therefore not antigenic. It has been prepared by 
isolation and purification of plasminogen from the 
globin fraction of human blood plasma. This pre- 
cursor is then transformed to active plasmin or 
fibrinolytic material by small amounts of strepto- 
kinase, and then purified. Actase, then, is a fibrino- 
lytic agent which potentially can cause lysis of a 
hyalinelike membrane. Such products may be ad- 
ministered as an aerosol or intravascularly. To my 
knowledge, this product has not yet been evaluated 
as a therapeutic agent in hyaline membrane disease. 


Summary 


The possible factors in the pathogenesis of resorp- 
tion atalectasis with hyalinelike membrane include: 
Presence of fibrin-containing fluid in the alveolar 
spaces, either because of excessive amounts of amni- 
otic fluid or pulmonary edema with cardiac failure; 
the role of oxygen in concentrating this material; and 
the role of a tissue activator, cytofibrinolysokinase, in 
the production of hyalinelike membrane. 

A possible therapeutic approach would include: 
Immediate and thorough aspiration of the newborn; 
prophylactic measures to deter the development of 
cardiac failure; avoidance of the use of concentrated 
oxygen at any time; and new fibrinolytic agent with 
at least the potential of causing lysis of a hyalinelike 
membrane. 1255 E. Orange St. 
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Osteopathic specialists 


This issue of THE JouRNAL is an especially significant 
one, containing as it does the 1960 revised rules of 
organization and procedure of the Advisory Board 
for Osteopathic Specialists. 

Not only do these rules and procedures cover the 
Advisory Board itself, but far more importantly, they 
constitute a detailed description of its structure and 
a clear-cut definition of its relationship to the A.O.A. 
Board of Trustees. Although the Advisory Board is 
“the authoritative group that establishes and main- 
tains standards of specialization and the pattern of 
training for the various specialties,” it is the A.O.A. 
Board of Trustees alone that has the power to certify 
an individual as a specialist in a given field. 

The Educational Supplement published annually 
in the January issue of THe JourNAL, and this Ad- 
visory Board issue in March together constitute an 
official reference source on the professional and spe- 
cialty training of the physician and surgeon, D.O. It 
is commended to all persons seeking this informa- 
tion in complete form. 

This is the seventh year that THe Journat has 
published this important document, each one 
brought up to date. In spite of this, however, the 
profession as a whole is still largely uninformed 
about its specialty training program. Readers are 
urged particularly to read the foreword to this docu- 
ment, and glance through the remainder. It is, in 
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actuality, an official report of one of the most impor- 
tant groups in organized osteopathy, that of the Ad- 
visory Board and its twelve boards of specialty cer- 
tification. Thirty minutes so spent will leave the 
reader not only better acquainted with his profession 
but impressed and proud of the breadth of its total 
educational program. 


Toward a graduate center 


Osteopathic publications recently reported an anni- 
versary luncheon commemorating the fiftieth year of 
the Osteopathic Society of the City of New York. 
They were good news stories of a dramatic occasion. 
Governor Nelson A. Rockefeller was the guest speak- 
er, and was unreserved in praise of the osteopathic 
profession’s 50 years of health service in Greater 
New York. Mrs. Mary A. Lasker, president of the 
Mary and Albert Lasker Foundation, was awarded 
a medallion by the Foundation for Research of the 
New York Academy of Osteopathy. The Morris 
Morgenstern Foundation of New York City was 
sponsor of the observance. Dr. Alexander Levitt, 
president of the Osteopathic Society, made an im- 
portant announcement. 

What the news coverage implied, however, was 
more significant than the event itself. The luncheon 
was more than a passing show. A fiftieth anniver- 
sary, if it is truly an occasion for celebration, is il- 
luminated by its past and foreshadows its future. In 
the February 10 luncheon, a passing occasion was 
given continuity by Dr. Levitt’s announcement that 
forecast the future of osteopathy in New York City. 
An osteopathic center has now advanced beyond the 
stage of being merely a possibility. 

Osteopathy had its beginning in New York City 
before the turn of the century. The battle for prac- 
tice rights in the state was decades long. Recogni- 
tion of the validity of osteopathic education as medi- 
cal education, won in 1946, was a telling victory, 
because educational standards in the New York state 
brook no compromise. 

The citizens of the state have a nondiscriminatory 
practice act which entitles them to the full benefit 
of medical care by the physician and surgeon, D.O. 
The long fight took energy, funds, and the effort of 
many lay friends. But then as now friends were not 
lacking. Discouragement never downed such pi- 
oneers as Riley, Wanless, Whitcomb, Fleck, Green, 
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and Thomas Thorburn. To name these who were 
more widely known, however, does not forget others, 
among them those who have been taken and those 
who remain. These earlier leaders, who cut the pat- 
tern, have worthy successors today. Osteopathic in- 
stitutional progress in New York has had to wait 
upon time and circumstance. Dr. Levitt’s luncheon 
announcement of development in this area promises 
an end to the period of waiting. 

Today and tomorrow call for accelerated effort. 
Leadership, channelled through organization and 
styled to meet the pressure of the present, remains 
imperative. 

The Osteopathic Society of the City of New York 
has never been so uniformly strong. The Foundation 
for Research of the New York Academy is in a 
unique position to give leadership within its char- 
tered purposes—charitable, scientific and education- 
al—to the future development of osteopathy in New 
York City. As a part of the Osteopathic Hospital and 
Clinic of New York, LeRoy Hospital is itself an 
earnest of the future. Let us speed the day when 
New York City will indeed have a modern teaching 
hospital and research center worthy of the city’s 
great osteopathic traditions. 

With a half-century of struggle as a proving 
ground, there seems every reason to be confident 
that the profession and its many friends will not lose 
sight of this latest horizon. This is the deeper dimen- 
sion of a noteworthy luncheon. 


An important factor 


Osteopathic education now demands, in addition 
to a baccalaureate degree, between 6 to 9 years of 
graduate work. An important part of that education 
is not obtained in one of our professional colleges, 
but in a teaching hospital approved for intern train- 
ing. It is most important that the young doctor be 
satisfied in his choice of a hospital and that the hos- 
pital in turn be happy in its selection of the newly 
graduated D.O. 

As a way to obtain such a reciprocal relationship, 
what is widely termed the “intern matching plan” 
applied to osteopathic education has been under 
study for the past 5 years by those agencies of the 
Association that bear the responsibility of directing 
osteopathic graduate education. The Osteopathic In- 
tern Matching Plan has now become a reality. Read- 
ers are referred to page 553 this issue of THE JoURNAL 
which tells the story of how the plan has gone into 
action. 

For those readers not familiar with matching plans 
methods it can be explained quite simply. In January 
before his graduation, each student applicant for an 
internship submits to the plan committee a list of 
hospitals to which he has applied, in order of prefer- 
ence. Each teaching hospital sends the committee 
a list of its applications, also in order of preference. 
The committee then “matches” the preferences. Fees 
from students and hospitals support the plan. 

There are many, many factors that influence osteo- 
pathic education today. It is to the credit of or- 
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- ganized osteopathy that no effort is too great to as- 


sure the best possible training for the physicians that 
are to practice under the degree D.O. The degree 
may be a relatively recent one, but the responsibility 
it signifies is an ancient one. It was the Greeks who 
observed that only two groups in society can kil] 
human beings with impunity: judges and doctors! 


Golden anniversary meeting 


As this issue of THE JouRNAL comes to the desks of 
osteopathic physicians, their Association’s representa- 
tives are in attendance at the sixth White House 
Conference on Children and Youth being held in 
Washington, D.C., March 27 through April 2. 

Nearly 500 national organizations are affiliated 
with the White House Conference and 7,000 dele- 
gates are in attendance. It is the sixth such confer- 
ence held in the United States since the first called 
in 1909 by President Theodore Roosevelt. . 

In spite of the large number of delegates, the 
working units are small. Each delegate is assigned to 
a workshop consisting of 35 to 40 persons. These 
delegates are especially concerned for the well-being 
of children and youth and represent their organiza- 
tions’ special interests. The approach of the Confer- 
ence is not a specialized one, however, but by a 
workshop method that cuts across all lines. 

The framework for conference discussions centers 
around eighteen forum topics that deal with the 
problems that are common to this changing world 
of the 60’s. Each topic is related to the world around 
the young, and certain ones of them are strongly 
charged medically. These include such subjects as: 
Environment—Social Conditions and Physical Facil- 
ities which Affect the Development of the Young; 
Mobility—Population Shifts and Changes in Health 
and Living Conditions; the Young with Mental 
Handicaps—Knowing, Understanding and Helping 
The Mentally Handicapped; the Young with Physi- 
cal Handicaps—Knowing, Understanding and Help- 
ing The Physically Handicapped. 

The White House Conference, although tradition- 
ally called by the President of the United States, 
has never been a government project. It is entirely 
a citizen’s conference run by the people of the 
United States acting through their local, state, and 
national committees in cooperation with the Council 
of National Organization of 500 voluntary groups 
whose representatives are now in Washington. 

The Conference publishes a wealth of material. 
Seven volumes, provided to Conference attendants, 
are also available to the public. Three of them are 
titled “The Nation’s Children,” and the fourth “Chil- 
dren in a Changing World.” The remaining three are 


digests of state and national organization reports, 


and a complete record of Conference reports and 
recommendations. They may be ordered from the 
headquarters of the White House Conference, 330 
Independence Avenue, $.W., Washington, D.C. 
Hospital administrators and chiefs of staff will 
want to order the volume of Conference Proceed- 


— OMS F 


ings, to be published soon after the close of the 
meeting. It will contain the findings of the Confer- 
ence and guides for citizen action at state and local 
levels to meet the needs of children and youth. More 
and more osteopathic hospitals have become com- 
munity hospitals, and this material will be found 
most useful in directing these hospitals in their role 
of community service. The entire set of seven vol- 
umes, however, should be added to the libraries of 
all osteopathic hospitals and colleges. 

So great a gathering as The Golden Anniversary 
White House Conference on Children and Youth in 
itself is an example of how a democracy should work 
up from the people to the central government acting 
as coordinator. The real test of achievement, how- 
ever, is the practical use that the leaders of commu- 
nities make of this accumulated experience. Unless 
the knowledge coming out of the Conference is 
put to work it will be of no moment. Never has it 
been so true that the continuance of western civili- 
zation is now a race between education and catas- 
trophe. The fate of the West is in the hands of its 
citizens. 

One hopeful sign is the number of youths now in 
attendance in Washington. There are 300 youth rep- 
resentatives aged 16 through 21 years. An additional 
200 are young adults between the years of 21 and 
30. These young people are taking their place in 
Washington beside adults in work groups dealing 
with every current problem facing American chil- 
dren and youth. This study could pace for the next 
decade the maturation of children and youth in 
America if its findings are put to work. 

An article by Katherine B. Oettinger, Chief of the 
Children’s Bureau, on the growth and meaning of 
the White House Conferences is reprinted in this is- 
sue of THE JourNAL. It begins on page A-160. 


Civil Air Patrol 


Many osteopathic physicians are “flying doctors.” 
Very many of these belong to the civil defense or- 
ganization known as the Civil Air Patrol. A recent 
statistical survey of this profession reveals that a 
large number of these serve as officers of their Pa- 
trol, often as the chief medical officer for the group. 
These facts are so little known in the profession that 
it seems advisable to bring them to light. 

The Civil Air Patrol was. first organized in 1941, 
to enlist, organize, and operate a volunteer corps of 
civilian airmen, with their own aircraft and equip- 
ment, for wartime tasks. On January 1, 1959, the 
CAP was placed under the control of the Continental 
Air Command which supervises the activities of the 
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Air Force Reserve and the Air National Guard. CAP 
has more than 78,000 members who wear U.S.A.F. 
uniforms with appropriate insignia, but who receive 
no pay. It has 8,500 licensed pilots and some 4,400 
planes, most of which are privately owned. 

Civil Air Patrol members who are physicians and 
surgeons D.O. will be interested in the new look 
which the Federal Aviation Agency is taking at the 
question of medical certification of private and stu- 
dent pilots. Early in February the Agency held an 
all-day hearing in Washington on the question of 
“designated medical examiners.” 

Considerable opposition against a plan for desig- 
nation of examiners developed at the hearing. Present 
practice permits a private pilot to have an examina- 
tion “given by any competent licensed physician.” » 
This usually means that the pilot is examined by his 
personal physician, and is then granted a Class A 
medical certificate. The position of those in opposi- 
tion to the Federal Aviation Agency’s proposed pol- 
icy of examination by a designated medical examiner 
only is that competent licensed physicians do not 
require special supervision and instruction. 

Proponents of the FAA plan were also represented 
at the hearing. The Washington Report on the 
Medical Sciences in its February 15th issue quotes 
Dr. Neal Baxter, president of the Civil Aviation 
Medical Association, as arguing that medical certifi- 
cation of airmen must be reserved for doctors skilled 
in aviation medicine. 

It is not surprising that the problems incident to 
general aviation as opposed to commercial aviation 
are almost entirely unsettled. Private use of aircraft 
is having a tremendous growth. Nor is it surprising 
that the minimum requirements for safety as covered 
by a Class III medical certificate are questioned by 
the Federal Aviation Agency which has hitherto 
given general aviation slight supervision. Now that 
Washington plans to designate the doctors who will 
make periodic examinations of private pilots, it be- 
comes apparent that there are basic differences with- 
in the ranks of organized medicine as to who should 
make these examinations. 

Due to the number of doctors of osteopathy who 
fly their own planes and who are members of the 
Civil Air Patrol, the profession generally will watch 
with interest the outcome of the struggle over medi- 
cal supervision. 

Aviation’s commercial interests are concerned that 
rules and regulations governing civil pilots will not 
hamper aviation’s development, especially those reg- 
ulations that relate to safety. 

The issue within physicians’ ranks is not so clear- 
cut. It can be assumed, however, that the weight of 
their influence will be on the side of safety. 
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A Message from the President of 
the American Osteopathic Association 


> It is my conviction that the day will come 
when all schools of medicine will be agreed on 
the importance of the principles of manipulation 
which have been taught in osteopathic colleges 
for more than 60 years. There is considerable 
evidence that more and more medical educators 
are aware of its importance. The day will come, 
I believe, when all schools of medicine will be 
required to incorporate osteopathic principles in 
their curriculums, along with materia medica, 
surgery, and other standard courses. If we do 
not accept this possibility, or in selfishness hope 
to retain osteopathic truths for our own institu- 
tions, I question our inteliectual motivation. 

There is no reason why all doctors, of both 
medicine and osteopathy, should not cooperate 
in every way for better patient care. Let us work 
for the day when this will be done, in friendship 
and mutual respect. Let osteopathic physicians 
serve on faculties of medical colleges, and doc- 
tors of medicine on those of osteopathic colleges. 
Both have contributions to make. 

Let there be cooperation in the use of public 
and private hospitals. Let councils on accredi- 
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tation judge hospitals and colleges objectively, 
rather than by the kind of degrees their staff 
members hold. Let organized medicine amend 
its principles and interpretation of medical ethics 
so that members of this profession may be fully 
recognized for their training and ability. Let 
such action be forthright and positive in clear 
and full recognition of the stature of osteopathic 
educational institutions, of the progressiveness 
of osteopathic physicians, and of the value of 
manipulative therapy. Let organized medicine 
discontinue making derogatory remarks about 
this profession in the Halls of Congress, to the 
press, or to any other group. Let cooperation 
extend into areas of public support for hospitals 
and educational institutions, medical or osteo- 
pathic, into foundation grants, and into the ad- 
ministration of state and federal laws. 

All this will serve the public interest. Better 
and more osteopathic colleges will result. Bet- 
ter patient care will be available to a growing 
America. When all this has been done, when 
all colleges of medicine are teaching what we 
know to be a full system of medicine, when all 
physicians are working together in mutual re- 
spect, when the members of the two professions 
are in agreement that better health care is the 
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ultimate result, at that time only will the com- 
plete impact of the osteopathic contribution 
reach all the public. 

However, dear members and friends of this 
profession, we have not reached these many 
goals. Their full achievement may be far re- 
moved in time, with many difficulties to be 
resolved. Until that time comes, we can best 
serve mankind by continuing to maintain a 
strong, even though minority, school of medicine. 
We must continue to work for general under- 
standing of the principles we apply in the care 
of our patients. 

We must, within the profession, continue to 
examine and re-examine our methods. It is not 
strange for us as members of osteopathic organi- 
zations to debate our value to society, the ad- 
vantages and disadvantages of maintaining a 
separate school of medicine, and to discuss all 
problems related to the profession. Debate clari- 
fies and establishes basic principles. 

We are young. We are growing. We have 
had, will continue to have, members who adopt 
unproved therapeutic modalities; place money 
above truth; fail to recognize their position as 
one of service. We will have some who are 
timid, some who lack vision, some who seek 
social position, and some who would abandon 
the principles of osteopathy and embrace each 
year’s wonder drugs. 

But in the profession there will always be 
the large majority—too frequently the silent 
majority—that understands the principles im- 
plicit in osteopathic medicine, applies all thera- 
peutic procedures, chemical, surgical, psychiatric, 
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and manipulative, with understanding of their 
inter-relationships; who will always place service 
above self; and who will have no desire to ex- 
change for any other their earned place in so- 
ciety. This majority will in time find the way 
for all physicians to work side by side in educa- 
tion, and in public service. 

As a profession we offer the public a type of 
medical service not otherwise available to them. 
It is based on the highest standards in education 
and practice. This I believe. Let us in all areas 
of the profession act upon our principles, dis- 
regard small eruptions, and keep sight of the 
reasons for our existence. Let us envision the 
promise of the greater service in decades, pos- 
sibly even centuries, to come. 

With all this ahead of us as physicians, with 
all there remains to be done, it is unthinkable 
that we could consider abandoning our educa- 
tional institutions or of allowing ourselves to be 
lost in absorption by any other organization. 
Time, I am convinced, will give us our rightful 
place in the healing arts. Each of us might well 
be guided by the closing stanza of Invictus, writ- 
ten by William Ernest Henley: 

“It matters not how strait the gate, / How 
charged with punishment the scroll,/I am the 
master of my fate;/ I am the captain of my soul.” 
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Hospital Matching Plan 


goes into action 


> The new system for the assign- 
ment of osteopathic graduates as 
interns in osteopathic teaching hos- 
pitals went into action February 
4 and 5 when the Osteopathic Hos- 
pital Intern Matching Plan Com- 
mittee held its first working session 
in Central Office, Chicago. In 2 
days of matching student and hos- 
pital applications, 405 graduates 
were placed in as many internships 
in 89 teaching hospitals throughout 
the country. 

Dr. George C. Wolf, Lancas- 
ter, Pennsylvania, chairman of the 
Matching Plan Committee, direct- 
ed the procedures. Working with 
him were Committee members Dr. 
John P. Schwartz, chief of staff of 
the Des Moines General Hospital, 
Des Moines, Iowa, and George A. 
Fuller, Jr., administrator of the 
Tucson General Hospital, Tucson, 
Arizona. Emil L. Herbert, Daven- 


of the session. “We were able to 
match more than 80 per cent of 
both student and hospital appli- 
cants in their first choices. We feel 
assured that we are initiating a 
system of intern placement that 
will go far toward reducing the 
confusion, time, and expense pre- 
viously involved in assignments.” 
The Matching Plan went into 
effect last June, when, after 4 years 
of development by the Bureau of 
Hospitals of the American Osteo- 
pathic Association and the Ameri- 


-can Osteopathic Hospital Associa- 


tion, hospitals representing more 
than 50 per cent of available osteo- 
pathic internships agreed to accept 
the plan as the method to be used 


in placement of osteopathic interns. ° 


It then became compulsory for all 
intern applicants and all hospitals 
to participate in the plan, if in- 
ternships were to be approved by 


the Committee on Hospitals of the 
A.O.A. The plan is co-sponsored 
by the A.O.A. and the A.O.H.A., 
and is supported by a system of 
fees levied against participating 
hospitals and prospective interns. 

The idea of the Matching Plan 
is to facilitate assignments through 
a yearly pooling of preferences. 
By January 15 every year, grad- 
uating students will supply to the 
plan headquarters in Central Of- 
fice, Chicago, a list of hospitals to 
which they have applied for in- 
ternships, in order of preference. 
Hospitals will submit lists of appli- 
cants, also in order of preference. 
The Committee, meeting yearly be- 
tween February 1 and February 
10, will match the preferences, 
first choices of students with cor- 
responding first choices of hospi- 
tals, and so on. 

At its first matching meeting last 
month, the Committee was able to 
assign first choices to 84.4 per cent 
of students and 81.5 per cent of 
hospitals. Of the 427 graduate ap- 
plications processed, only 22 re- 
main unassigned. Of the 509 avail- 
able internships, 104 remain un- 
filled. Further assignment nego- 
tiations will be conducted through 
lists supplied by the Plan secretary 
to the remaining hospitals, and to 
the college deans of the remaining 
students. 

Both students and hospitals were 
informed of Plan assignments on 
February 15, and hospital con- 
tracts were to be in the hands of 
graduates by February 28. 


TABLE I—GENERAL RESULTS, FIRST YEAR OF INTERN MATCHING PLAN 


Hospitals Internships Students 
Number Number Number Percentage Number Number Number Number Percentage 
participating offered filled filled unfilled participating matched unmatched unmatched 
89 509 405 79.6 104 427 405 22 5.1 


port, Iowa, executive secretary of 
the American Osteopathic Hospital 
Association and the Plan’s secre- 
tary, Patricia A. Guinand, Chicago, 
were also members of the group. 
Dr. Ralph F. Lindberg, medical 
director of Detroit Osteopathic 
Hospital, Detroit, a Committee 
member, was unable to be present. 

“We are extremely pleased with 
the results of our first matching 
session,” said Dr. Wolf, at the close 
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TABLE II—PERCENTAGE OF STUDENTS MATCHED IN ORDER OF STUDENT CHOICE 


First Second Third choice 
choice choice or lower 
84.4 8.6 7.0 


TABLE III—PERCENTAGE OF STUDENTS MATCHED IN ORDER OF HOSPITAL CHOICE 


First Second Third choice 
choice choice or lower 
81.5 11.8 6.7 
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Highlights of midyear meeting 
held in Central Office 


> The 1959-60 Board of Trustees 
of the American Osteopathic Asso- 
ciation held its midyear meeting 
in Central Office, Chicago, Jan- 
uary 22-25, with President Galen 
S. Young, in the chair. Over the 
long week-end, the twenty-two 
members of the Board concerned 
themselves with carrying forward 
legislation enacted by the House 
of Delegates in its annual meeting 
last July, and with discharging its 
own administrative business. It re- 
viewed the work of some forty 
agencies that cover the wide front 
of professional effort, and acted 
upon their recommendations. 

Ten A.O.A. agencies and affil- 
iated organizations met either be- 
fore or during the Board meeting. 
They included the A.O.A. Council 
on Development; the Bureaus of 
Public Education on Health, Fi- 
nance, and Research; the Com- 


mittees on Clinical Study, on 
Colleges, and on the Osteopathic 
Progress Fund. The executive 
board of the Academy of Applied 
Osteopathy, the executive board 
of the Auxiliary to the American 
Osteopathic Association, and the 
Planning Committee of The Osteo- 
pathic Foundation also met. High- 
lights of the 4-day meeting follow. 


Interim appointments * Appoint- 
ments made by President Young 
since the July meeting were ap- 
proved. These included the mem- 
bers of two new ad hoc commit- 
tees, the first on the Council of 
Accreditation, the other to Study 
Location of Osteopathic Colleges. 
Both have to do with rebuilding of 
the structure of osteopathic educa- 
tion, and in a large measure have 
interchanging memberships. Dr. 
J. S. Denslow is chairman of 


the Committee on Council op 
Accreditation, with Drs. George 
W. Northup, and Clyde C. Henry 
as members; A. C. Bougher, Ph.D, 
as advisor; and Lawrence W. Mills 
as secretary. The Committee to 
Study Location of Osteopathic Col- 
leges is comprised of Dr. Northup 
as chairman, Drs. Henry, Denslow, 
and Ira C. Rumney as members, 
Dr. M. Carman Pettapiece was 
approved as a member of the Ad- 
visory Board for Osteopathic Spe- 
cialists, as representative of the 
Committee on Hospitals. 


Processes of change * The over- 
hauling of the Association’s organ- 
izational structure continues. Set 
in motion in 1958, the slow work 
of evaluation and simplification is 
bearing fruit in various areas of 
A.O.A. activity. 

The new Bureau of Professional 
Education brought to the Board 
for approval a body of recommen- 
dations that go far toward elim- 
inating overlapping and conflicts 
in the profession’s over-all training 
program. Four standing commit- 
tees now cover the areas of the 
colleges, hospitals, postgraduate 
education, and specialty certifica- 
tion. Thus they carry the student 
through the successive steps in his 
training as a physician. Working 
on a parallel course, the ad hoc 
Committee on Council on Accred- 
itation brought to the board its 
study of means by which Bureau 
recommendations regarding the 
implementation of education poli- 


Board members visit between sessions—Left to right, Drs. Herbert L. Sanders, Grand Junction, Colorado; John W. Hayes, East Liverpool, 
Ohio; Campbell A. Ward, Mount Clemens, Michigan; Second Vice President J. Mancil Fish, Tulsa, Oklahoma; Lydia R. Jordan, Davenport, 
lowa, only woman member of the Board; and Third Vice President James H. McCormick, Elkhart, Indiana 
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Bureau of Research meets—At right, Drs. Robert A. Galbraith, Riverside, California, chair- 
man; and Otterbein Dressler, Detroit, vice chairman. Below, left to right, Drs. Ira C. Rumney, 


Ann Arbor, Michigan, chairman, Department of Professional Affairs; Bureau members, Leon- 
ard V. Strong, Jr., New York City; Alexander Levitt, Brooklyn; and Miss Marie Bierbaum, 


Chicago, secretary. 


cies of the A.O.A. may be put into 
effect. The Committee’s imme- 
diate recommendation is that the 
A.O.A. Office of Education in- 
crease its personnel to cover the 
broadening of activity. 

The Bureau of Public and Indus- 
trial Health recommended chang- 
ing the title of the Committee on 
Third Party Medicine to that of 
the Committee on Medical Care 
Plans. This new name is more 
widely used, and is more descrip- 
tive of the areas its activities cover. 


Membership * On January 1, the 
membership of the A.O.A. was 
greater by 400 members than at 
the same time a year ago. Only 
180 of 10,671 members were 
dropped on December 1 for non- 
payment of dues. By comparison, 
358 were dropped for the same 
reason in 1958, 568 in 1957, 650 
in 1956, and 710 in 1955. The total 
count of osteopathic physicians on 
January 1, was 13,702. 


Business and finance * Total 
A.O.A. income for the first 6 
months of the fiscal year was 
$1,055,200. This is $147,000 higher 
than at the same time last year. 
Income from advertising increased 
$10,000 over the same period last 
year. The January JourNAL car- 
ried 257 pages of advertising, the 
highest in the history of the pub- 
lication. 

The 1960 YEARBOOK AND Dimec- 
TORY came off the press on January 
15. This was the fifty-ninth edition 
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of this compilation of information 
on the membership, structure, and 
administration of the osteopathic 
profession. 


Student Loan Fund « The Student 
Loan Fund Committee reported 
that since June 1 eighty-six loans, 
totalling $56,000, have been made 
to junior and senior students in 
osteopathic colleges. This is an 
increase over last year of 34 per 
cent in the number of loans, and 
55 per cent in the total amount 
loaned. 


Council on Development ¢ Nine- 
teen state councils on development 
have been organized. Patterned 
after the national Council, their 
purpose is to accelerate and in- 
itiate osteopathic activity. 

A “Manual for State Councils on 
Development” has been prepared 
for divisional groups. A meeting 
of state chairmen is to be held in 
Central Office on April 2. 


Auxiliary to the A.O.A. ¢ As pres- 
ident of the Auxiliary to the 
American Osteopathic Association, 
Mrs. George W. Northup told the 
trustees: 

In spite of the doubling of an- 
nual dues, on November 1 Auxil- 
iary membership stood at the 
highest peak in its history. 

The Auxiliary’s allied organiza- 
tion, the National Osteopathic 
Guild Association, also grows. The 
membership total stands at 1,200, 
an increase of 400 members over 


last year. Seventy-six delegates 
registered for the guild’s fourth 
annual convention in Chicago, as 
compared with 49 representatives 
a year ago. 

Mrs. Northup and Immediate 
Past President Mrs. Francis E. 
Warner, are to represent the 
A.A.O.A. at the President's White 
House Conference on Children 
and Youth March 27 to April 2. 


P. and P.S. * In summary of the 
activities of the Division of Public 
and Professional Service, the mid- 
year report of its director, Robert 


A. Klobnak, contained this para- 
graph: 

The Journalism Awards contest, now 
in its third year, has received twice as 
many entries from science writers as in 
the two previous years; the A.O.A. News 
Bulletin continues to explain the osteo- 
pathic side of the story to key publics; 
the profession is invited to exhibit at 
many new meetings; a greater number of 
states seek counsel from the Division on 
ways to implement specific public re- 
lations programs; an increasing number 
of states and other affiliated organiza- 
tions request a staff person for public 
relations coverage of their conventions; 
the demand for films and literature ex- 
plaining the osteopathic profession has 
increased greatly; and the Division itself 
has gained stature in the field of medical 
public relations. This is reflected in the 
number of local and national health 
agencies outside the profession which 
solicit advice on public relations prob- 
lems and use our printed material as 
guides in preparing their own publi- 
cations. 


A “film plan” of colored slides 
was shown as the possible fore- 
runner of a full-length motion pic- 
ture on osteopathy. Plans are un- 
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der way for a second exhibit to be 
used at meetings of educational 
and national health associations. 


Inter-organizational communica- 
tion * The drift is currently toward 
the center in the problems existing 
between the National Association 
and some of its affiliates, in the 
judgment of Executive Secretary 
True B. Eveleth. The tendency of 
some groups to drift away from 


the parent organizations is chang- 
ing considerably. Said Dr. Eveleth 
in his mid-year report: 

One measure of organizational effi- 
ciency is the amount and type of inter- 
organizational communication. 
organizational activities fail, it is usually 
due to a breakdown in communication. 
The desire for representation on differ- 
ent committees and bureaus, as ex- 


pressed by affiliate groups, is actually 
an expression of a desire for more 
information . . 
professionally 


. As this profession grows 
organizationally, it 


COUNCIL ON FEDERAL HEALTH PROGRAMS 


President’s Conference 
on Occupational Safety 


President Eisenhower has in- 
vited Chester D. Swope, D.O., 
chairman, A.O.A. Council on Fed- 
eral Health Programs, to attend 
the President’s Conference on Oc- 
cupational Safety, to be held in 
Washington, D.C., March 1-3, 
1960. 

The conference will bring to- 
gether in the nation’s capital more 
than 3,000 leaders from American 
industry, labor, agriculture, feder- 
al, state and local governments, 
insurance, education, health, and 
private safety organizations from 
all parts of the country. 

The purpose of the conference is 
to devise and then apply volun- 
tary, cooperative means for reduc- 
ing the 13,300 deaths and nearly 
2 million disabling injuries occur- 
ring annually because of on-the- 
job accidents. 

Geared to the period of rapid 
technological and social change 
upon which experts agree the 
country is launched, delegates to 
the Conference will examine prob- 
lems arising out of new and inten- 
sified safety and health hazards 
throughout the U.S. economy. This 
effort is summarized in the Con- 
ference theme: “The Challenge of 
Safety in a Changing World.” 

Under the general chairmanship 
of Secretary of Labor James P. 
Mitchell, the Washington meeting 
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will come to grips with the knotty 
problem of how to minimize the 
country’s losses in manpower and 
in technical skill, and the human 
suffering and financial waste job 
accidents are causing. 

Program emphasis is upon broad 
functional topics pointed toward 
new hazards during the decade of 
the 1960's, rather than the indus- 


try-by-industry approach used in’ 


many safety conferences. 


Bills in Congress 


> Bills introduced during but not 
enacted by the first session of the 
86th Congress which adjourned 
September 15, 1959, remain eligi- 
ble for consideration during the 
second session of the 86th Con- 
gress which convened January 6, 
1960. Bills listed below have been 
introduced during the second ses- 
sion. 

H. R. 9323—Mr. Harrison of 
Virginia. Amends Social Security 
Act relating to disability freeze 
and disability insurance benefits 
so as to eliminate the aged 50 re- 
quirement for such benefits. 

H. R. 9327—Mr. Herlong of 
Florida. Amends Social Security 
Act to increase from $1200 to 
$2400 the amount of outside earn- 
ings permitted each year without 
deductions from benefits thereun- 
der. 


has no unimportant parts nor should jt 
have uniformed segments. It 1s recog- 
nized that not all affiliate bodies can 
have representation on all bureaus and 
committees, but it is not unreasonable 
that any interested affiliate might send 
representatives to various meetings, 
there to be given voice but not vote, 
July, 1960 * The next meeting of 
the Board of Trustees will be held 
in Kansas City in July, as a part 
of the sixty-fourth Annual Conven- 
tion of the Association. 


H. R. 9334—Mr. Kasem of Cal- 
ifornia. Authorizes establishment 
of a Youth Conservation Corps in 
the Department of Labor, includ- 
ing authority to establish “ade- 
quate standards of safety, health, 
and morals for enrollees of the 
corps.” 

H. R. 9485—Mr. Broomfield of 
Michigan. Amends Internal Reve- 
nue Code to increase from five 
percent to ten percent the amount 
which. corporations may deduct 
for tax purposes for charitable con- 
tributions. 

H. R. 9501—Mr. Lipscomb of 
California. Amends Internal Reve- 
nue Code to provide an additional 
income tax exemption for a tax- 
payer, spouse, or dependent who 
is a student at an institution of 
higher learning. 

H. R. 9673—Mr. Andrews of Al- 
abama. To authorize a ten-year 
program of grants for construction 
of veterinary medical educational 
facilities. 

H. R. 9775—Mr. Moulder of 
Missouri. Amends Title I of Social 
Security Act to increase the 
amount of Federal funds to States 
which have approved plans for 
old-age assistance and which 
maintain their expenditures for 
such assistance at or above the 
1959 level. 

H. R. 9822—Mr. King of Cali- 
fornia. Amends Title II of the So- 
cial Security Act to permit reduced 
benefits thereunder (when based 
upon the attainment of retirement 
age) to be paid to men at age 62, 
to permit full benefits thereunder 
(when based upon attainment of 
retirement age) to be paid to 


women at age 62 and reduced 
benefits to be paid to women at 
age 60, to eliminate the limitation 
with respect to the amount which 
individuals may earn while receiv- 
ing benefits under such title, and 
to eliminate the requirement that 
an individual must have attained 
aged fifty in order to be eligible 
for disability benefits under such 
title. 

H. R. 9874—Mr. Kowalski of 
Connecticut. Defense Reorganiza- 
tion Act, to abolish distinctions ex- 
isting between the three military 
departments of the Army, Navy, 
and the Air Force, including the 
distinctions between any and all 
of the forces’ corps, bureaus, and 
offices existing therein. 

H. R. 10075—Mr. Zelenko of 
New York. To amend the Long- 
shoremen’s and Harbor Workers’ 
Compensation Act, so as to pro- 
vide that an injured employee 
shall have the right to select his 
own physician, and for other pur- 
poses. 

H. R. 10090—Mr. Carnahan of 
Missouri.. Extends GI education 
benefits to all veterans whether or 
not they served during a period of 
war or of armed hostilities. 

H. R. 10195—Mr. George of 
Kansas. To amend Title 38, United 
States Code, to provide education- 
al and vocational rehabilitation 
benefits for veterans of service aft- 
er January 31, 1955. 

H. R. 10222—Mr. Wier of Min- 
nesota. To provide for assistance 
to States in their efforts to pro- 
mote, establish, and maintain safe 
work places and practices in in- 
dustry, thereby reducing human 
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suffering and financial loss and in- 
creasing production through safe- 
guarding available manpower. 

H. R. 10255—Mr. Fogarty of 
Rhode Island. Amends Public 
Health Service Act to provide Fed- 
eral assistance to States which 
award scholarships to students of 
medicine, osteopathy, and dentis- 


try. 

H. J. Res. 592—Mr. Jones of 
Missouri. Authorizes the President 
to call an annual National Poison 
Prevention Week. 

H. Res. 438—Mr. Smith of Cal- 
ifornia. Expresses the sense of the 
House that the President should 
call a White House Conference on 
Narcotics. 

S. 2727—Mr. Cooper of Ken- 
tucky and others. Establishes in 
the Department of Health, Educa- 
tion, and Welfare an advisory 
council on education. 

S. 2728—Mr. Cooper of Ken- 
tucky. Amends National Security 
Act of 1947 to provide for more 
unified administration and control 
of the military departments. 

S. 2763—Mr. Cooper of Ken- 
tucky. Amends Social Security Act 
to eliminate the requirement that 
an individual must have attained 
the age of 50 in order to become 
entitled to disability insurance 
benefits. 

S. 2809—Mr. Wiley of Wiscon- 
sin. Amends Social Security Act to 
increase from $1200 to $1800 the 
amount individuals may earn with- 
out suffering deductions from their 
benefits. 

S. 2880—Mr. Hartke of Indiana. 
Same as H. R. 9822. 

S. 2915—Mr. Kennedy of Massa- 


As President of the American Osteopathic Association Dr. Galen S. Young is scheduled in the 
coming months to attend these conventions and meetings: 


Colorado Osteopathic Association, Colorado Springs, March 31-April 3 

Texas Association of Osteopathic Physicians and Surgeons, Dallas, April 27-30 
Arkansas Osteopathic Association of Physicians and Surgeons, Little Rock, May 1-2 
Ohio Osteopathic Association of Physicians and Surgeons, Columbus, May 1-4 
Minnesota State Osteopathic Association, Minneapolis, May 5-7 
Wisconsin Association of Osteopathic Physicians and Surgeons, Delavan, May 11-12 
Indiana Association of Osteopathic Physicians and Surgeons, Indianapolis, May 15-17 
Virginia Society of Osteopathic Physicians and Surgeons, Williamsburg, May 27-28 
Maine Osteopathic Association, Rockland, June 24 


chusetts for himself and Mr. Hart 
of Michigan. Amends Social Secur- 
ity Act to provide insurance 
against the costs of hospital, nurs- 
ing home, home nursing service, 
and diagnostic out-patient hospital 
services for persons eligible for 
old-age, survivors, and disability 
insurance benefits. Similar to For- 
and bill, H. R. 4700, except S. 2915 
does not include surgery but does 
add diagnostic out-patient hospital 
services and persons totally and 
permanently disabled. 

S. 2957—Mr. Symington of Mis- 
souri. To amend the National Se- 
curity Act of 1947 in order to vest 
administrative authority in the Sec- 
retary of Defense; to make manda- 
tory a single overall war plan for 
the Armed Forces, with the mili- 
tary departments and the military 
budget tailored to that plan; to re- 
quire the establishment of unified 
commands within the Armed 
Forces; to provide greater flexibil- 
ity in the assignment and transfer 
of military personnel within and 
among the Armed Forces; to pro- 
vide for a single chief of staff for 
the Department of Defense who 
shall report to the Secretary of De- 
fense; and for other purposes. 

S. 2960—Mr. Johnston of South 
Carolina. To establish the position 
of Administrative Assistant Secre- 
tary of Health, Education, and 
Welfare. 

S. 3007—Mr. Clark of Pennsyl- 
vania and others. To authorize 
Federal loans to colleges and uni- 
versities for the construction, re- 
habilitation, alteration, conversion, 
or improvement of classroom build- 
ings and other academic facilities. 
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NATIONAL OSTEOPATHIC 


Planning committee 
alters title and structure 


> Changes in title and structure 
of The Osteopathic Foundation 
were approved by its Board of 
Directors during the midyear 
meetings in Chicago in late Jan- 
uary. The changes came as rec- 
ommendations of the Planning 
Committee of the Foundation, of 
which Mr. Herbert E. Evans, Co- 
lumbus, Ohio, and Dr. Charles W. 
Sauter, II, Gardner, Massachusetts, 
are co-chairmen. 

By action of the directors, the 
Association’s philanthropic affiliate 
is now designated as the National 
Osteopathic Foundation. This 
change in name from The Osteo- 
pathic Foundation is to emphasize 
the body’s national scope. 
Planning Committee recommen- 


FOUNDATION 


dations also resulted in by-law revi- 
sions to provide for a maximum 
Foundation membership of fifty, 
both physicians and laymen, and 
for Board of Director membership 
to consist of not more than twelve 
members, of whom half are to be 
physicians and half may be lay- 
men. Foundation members will be 
elected by the A.O.A. Board of 
Trustees, and the Directors by 
members of the Foundation. 

The Planning Committee also 
stressed the need of meetings of 
lay people in various areas of the 
country, the inclusion of all A.O.A. 
philanthropic affiliates under the 
Foundation, and the need to se- 
cure outstanding laymen to serve 
on the Foundation Board. 

The Planning Committee was 
set up by the Foundation’s Exec- 
utive Committee during its meet- 


HEADQUARTERS 


Staff travels 


> Association affairs took these 
members of Central Office staff 
away from their desks during 
March: 

Walter A. Suberg, Business Man- 
ager, met with the Local Conven- 
tion Committee in Kansas City the 
first week in March to rourd out 
arrangements for the July Conven- 
tion. 

Mr. Suberg was in metropolitan 
New York in mid-March, and with 
Drs. William B. Strong and Roy J. 
Harvey conferred with officials of 
foundations in the interest of osteo- 
pathic development. He also made 
routine advertising calls. 

Robert Bennett, director Osteo- 
pathic Progress Fund, attended the 
annual convention of the New Jer- 
sey Association of Osteopathic 
Physicians and Surgeons, held in 
Atlantic City, March 11-13. 

Otha W. Linton and Robert 
Bradner, press representatives of 
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the P. and P.S. staff, attended two 
divisional society meetings, Mr. 
Linton the Rocky Mountain Osteo- 
pathic Conference, held in Colo- 
rado Springs March 30 to April 3, 
and Mr. Bradner the annual meet- 
ing of the American Osteopathic 
College of Proctology, in Tulsa, 
Oklahoma, March 27 to 30. 


Executive Department gains 
administrative assistant 


> Luise Van Hook, a native of 
Illinois and for a number of years 
a resident of Chicago, has joined 
the A.O.A. National: Headquarters 
staff as an administrative assistant 
in the Executive Department. An- 
nouncement of her appointment 
was made recently by Executive 
Secretary True B. Eveleth. 

Miss Van Hook, a Certified Pro- 
fessional Secretary, comes to the 
Association from Marshall Field 


ing in late October. The first meet- 
ing of the new group was held on 
January 16. In addition to Mr. 
Evans and Dr. Sauter, its mem- 
bers are: Dr. Roy J. Harvey, Mrs. 
George Cozma, and Dr. True B. 
Eveleth. Drs. Galen S. Young and 
George W. Northup are advisors. 


Foundation receives grants 
for osteopathic education 


> Two new grants for osteopathic 
education have been received by 
the Committee on Educational 
Grants. Dr. John W. Mulford, 
Cincinnati, is committee  chair- 
man. 

The Pfizer Foundation has pro- 
vided funds for five undergraduate 
scholarships of $1,000 each, and 
Abbott Laboratories has made an 
unrestricted grant of $2,000. The 
Pfizer grant was announced by Dr. 
Roy J. Harvey, chairman of the 
Committee on Firms and Corpora- 
tions of the Council on Develop- 
ment. 


Luise Van Hook 


and Company, Chicago, where, 
since 1946, she has acted as private 
and executive secretary to mer- 
chandising and corporate officials. 
During World War II she was a 
member of the Waves, with the 
rank of yeoman. 

A member of the National Secre- 
taries Association (International), 
she is at present co-chairman of 
the education committee, and 
chairman of the business adminis- 
tration section. 


Advisory Board 


for Osteopathic Specialists 


Advisory Board for 
Osteopathic Specialists 


THOMAS J. MEYERS, D.O., Chairman 


The Advisory Board for Osteopathic Specialists was 
organized in 1939 to meet the needs of a developing 
situation concomitant with the growth of specializa- 
tion in medicine. To standardize the backgrounds 
of the various specialties and to give them an authori- 
tative position, the American Osteopathic Association 
entered the picture through its agency, the Advisory 
Board. 

The Advisory Board is not only the authoritative 
group that establishes and maintains standards of 
specialization and the pattern of training for the 
various specialties, but it is also a meeting place 
for the exchange of experiences, for the mellowing 
of judgments, and for the cooperative effort of 
the various specialty boards and the educational 
and hospital-training groups of the profession. 
Time has matured the workings of the specialty 
program within the profession and has given 
the Advisory Board a respected role in its super- 
visory functions. Recently the matter of defining 
the position of the general practitioner has come 
before the Board and a liaison relationship between 
specialists and general practitioners has been as- 
sumed by the Advisory Board. This is a welcomed 
activity, for it serves to enhance the service of the 
profession to its patients and makes the skills in- 
herent within our group available to all our doctors. 
To accomplish this end the Advisory Board finds that 
a certain amount of informing activity has become 
necessary, to keep the profession as a whole aware 
of what is currently offered in the way of research 
and service. The place of the Advisory Board in the 
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and Boards of Certification 


general educational structure of the profession has 
become increasingly significant. 

The Advisory Board is composed of one represen- 
tative and one alternate from each approved certify- 
ing board, one representative of the Board of Trus- 
tees of the American Osteopathic Association, and 
representatives from such other groups as are inter- 
ested in the education, examination and certification 
of osteopathic specialists. The Advisory Board, rep- 
resented by its Chairman, is a member of the Bureau 
of Professional Education. 

Member organizations comprising the Advisory 
Board of Osteopathic Specialists are twelve boards 
of specialty certification, the Board of Trustees of 
the American Osteopathic Association, the Commit- 
tee on Colleges, the Committee on Hospitals, and 
American Association of Osteopathic Colleges, and 
the Central Office of the American Osteopathic As- 
sociation. The voting membership totals 16. 

The Chairman and Vice Chairman are appointed 
by the President of the American Osteopathic Asso- 
ciation; the Secretary is provided by the Central 
Office and two members of the Executive Committee 
are elected by the Board itself. All officers with the 
exception of the Secretary serve 2-year terms. 


Membership of the Advisory Board for © 
Osteopathic Specialists, 1960 


BOARD OF. TRUSTEES OF THE AMERICAN OSTEO- 
PATHIC ASSOCIATION—John W. Hayes 

COMMITTEE ON COLLEGES—Kirk L. Hilliard 

COMMITTEE ON HOSPITALS—M. C. Pettapiece 

AMERICAN ASSOCIATION OF OSTEOPATHIC COL- 
LEGES—Morris Thompson 

CENTRAL OFFICE—AMERICAN OSTEOPATHIC ASSO- 
CIATION—Mr. L. W. Mills 

AMERICAN OSTEOPATHIC BOARD OF ANESTHESIO- 
LOGY—J. Craig Walsh; Alternate: K. George Tomajan 

AMERICAN OSTEOPATHIC BOARD OF DERMATOL- 
OGY—Sidney D. Rothman 
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AMERICAN OSTEOPATHIC BOARD OF INTERNAL 
MEDICINE—Glennard E. Lahrson; Alternate: Neil R. 
Kitchen 

AMERICAN OSTEOPATHIC BOARD OF NEUROLOGY 
AND PSYCHIATRY—K. Grosvenor Bailey; Alternate: 
Floyd E. Dunn 

AMERICAN OSTEOPATHIC BOARD OF OBSTETRICS 
AND GYNECOLOGY—Jacquelin Bryson; Alternate: 
Dorothy J. Marsh 

AMERICAN OSTEOPATHIC BOARD OF OPHTHALMOL- 
OGY AND OTORHINOLARYNGOLOGY—Ralph S. 
Licklider; Alternate: C. M. Mayberry 

AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY— 
O. Edwin Owen; Alternate: W. Harriet Davis 

AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS— 
Betsy B. MacCracken; Alternate: William S. Spaeth 

AMERICAN OSTEOPATHIC BOARD OF PHYSICAL 
MEDICINE AND REHABILITATION—Harvey S. Tay- 
lor; Alternate: Robert C. Ruenitz 

AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 
—Carlton M. Noll; Alternate: Lester I. Tavel 

AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY— 
John W. Tedrick; Alternate: Theodore C. Hobbs 

AMERICAN OSTEOPATHIC BOARD OF SURGERY— 
James M. Eaton; Alternate: Charles L. Ballinger 


COMMITTEES, 1960 


Executive Committee—Thomas J. Meyers, Chairman; Norman 
W. Arends, Vice Chairman; Mr. L. W. Mills, Secretary; 
James M. Eaton, Neil R. Kitchen 

Review Committee (six members )—Appointed annually not 
later than 30 days before the time of annual meeting 

Appeal Committee (five members )—Appointed when deemed 
necessary by the Chairman of the Advisory Board with 
the approval of the Executive Committee 

Committee on Basic Documents—Carlton N. Noll, Chairman; 
Neil R. Kitchen; C. M. Mayberry 


Revised rules of organization 
and procedure 


ARTICLE I—NAME 


Sec. (a) The name of this body shall be the Advisory 
Board for Osteopathic Specialists. 

Sec. (b) This Advisory Board is constituted and 
functions under the auspices of the Board of Trustees 
of the American Osteopathic Association to which it 
serves as an advisory body and from which it receives 
authority to engage in those activities necessary to 
fulfill its purposes. Actions of this Board to have ef- 
fect must be approved by the Board of Trustees of 
the American Osteopathic Association. 


ARTICLE II—PURPOSES AND DUTIES 


The purposes and duties of this Board shall be the 
following: 

Sec. (a) To assist in the establishment of Certify- 
ing Boards which shall determine the fitness and abil- 
ity of each candidate for certification as a specialist 
in a distinct and recognized specialty. 

(1) To be accepted as a certifiable field of spe- 
cialization such specialty must be accurately defin- 
able, must be represented by a reasonable number of 
individuals who confine themselves or give the pre- 
ponderance of their time to practice within the de- 
fined field; the technics practiced within the field 
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shall be adequate to care for the majority of cases 
within the field defined; it shall be a field in which 
knowledge of the entire range of possibilities is a 
basic qualification and in which only the unusual case 
calls for special technics not included within the 
definition and where the practitioner within the field 
is required to be competent to decide the need for 
special technics. 

(2) The definition which is included for the spe- 
cialty shall be stated so as to delineate accurately the 
scope of practice properly embraced by the specialty, 

Sec. (b) To advise the specialty Certifying Boards 
with reference to defining and determining the scope 
of the several accepted specialties. 

Sec. (c) To advise the specialty Certifying Boards 
with reference to establishing appropriate standards 
of education and training for the several specialties 
and coordinating the requirements for certification 
by the Certifying Boards. 

Sec. (d) To advise the Certifying Boards in refer- 
ence to the development of an appropriate modus 
operandi for determining fitness of applicants for cer- 
tification. 

Sec. (e) To receive from the Certifying Boards 
proposals relating to their organization and activities 
and transmit these *with appropriate recommenda- 
tions to the Board of Trustees of the American Osteo- 
pathic Association. 

Sec. (f) To provide for the certification of appli- 
cants in distinct and recognized specialties in which 
there is no organized specialty society in the profes- 
sion and no Certifying Board. 

Sec. (g) To review the proposals for certification 
received from the Certifying Boards and make rec- 
ommendations concerning each proposal to the Board 
of Trustees of the American Osteopathic Association 
for its action. 

Sec. (h) To maintain contact with the activities of 
the Certifying Boards in order to ascertain their con- 
formity to the standards and procedures adopted and 
to advise them when indicated regarding corrections 
in their procedures. If necessary, the Advisory Board 
shall make appropriate recommendations to the 
Board of Trustees of the American Osteopathic As- 
sociation when any Certifying Board persists in fail- 
ing to conduct its affairs in an acceptable manner. 

Sec. (i) To cooperate with the Executive Secre- 
tary of the American Osteopathic Association in 
maintaining an accurate listing of certified specialists 
in good standing. 

Sec. (j) To assist in educating the profession at 
large concerning the significance of specialty certifi- 
cation and its relation to the general practitioner. 

Sec. (k) To respond in advisory capacity to any 
group within the profession in matters pertaining to 
the recognition or declaration of specialization. 

_Sec. (1) To cooperate with the Committee on Col- 
leges, the Committee on Hospitals, and the American 
Osteopathic Association in creating and standardiz- 
ing specialty training programs and in establishing 
the principle of certification in the personnel of the 
organizations coming under its jurisdiction. 

Sec. (m) To keep a record of all meetings, trans- 
actions and actions of the Advisory Board and main- 
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tain in an appropriate form a cumulative compilation 
of recommendations of this Board to the Board of 
Trustees of the American Osteopathic Association. 

The original stenographic notes of the proceedings 
of the Advisory Board shall be filed as the legal rec- 
ord of the Minutes of the Advisory Board. The edited 
Minutes shall be considered legal after approval by 
the Advisory Board except in instances of question 
as to original intent and purpose, when the original 
record shall become a part of the final document of 
record. 

Sec. (n) To establish and maintain a file of the 
constitution and bylaws of all approved Certifying 
Boards together with their amendments, cumulative 
lists of their memberships, cumulative lists of those 
certified by each Certifying Board, and record the 
standing of each diplomate.* 


ARTICLE III—MEMBERSHIP 


Sec. (a) The membership of the Advisory Board for 
Osteopathic Specialists shall consist of one represen- 
tative from each approved Certifying Board; and one 
member from each of the following groups: 

(1) Board of Trustees of the American Osteo- 
pathic Association; 

(2) Committee on Colleges; 

(3) Committee on Hospitals; 

(4) American Association of Osteopathic Col- 
leges. 

Sec. (b) Member organizations shall make their 
appointments within 60 days following each annual 
meeting of the American Osteopathic Association and 
the appointments shall be communicated promptly 
to the Executive Secretary of the American Osteo- 
pathic Association and to the Secretary of the Ad- 
visory Board. 

Sec. (c) Each member organization is entitled to 
one vote. 

Sec. (d) An alternate may be accepted as a mem- 
ber, if designated by the appropriate member or- 
ganization officer and the name is in the hands of the 
Executive Secretary of the American Osteopathic As- 
sociation, and the Secretary of the Advisory Board 
for Osteopathic Specialists before the time of the 
annual meeting of the Advisory Board. 

Sec. (e) When one individual is named by two 
different member organizations as a representative, 
the appointing officer whose appointment was last 
received shall be informed of the previous appoint- 
ment of the individual by another member organiza- 
tion so that his appointment may be changed if 
desired. 


ARTICLE IV—OFFICERS 


Sec. (a) The officers of this Board shall be a Chair- 
man and Vice Chairman, appointed by the President 


of the American Osteopathic Association for terms . 


of 2 years each, their appointments to be made in 
alternate years. They shall perform the customary 
duties of these offices. 

Sec. (b) In the event a certifying board for any 


*Upon recommendation of the Advisory Board for Osteopathic Special- 
ists, the Board of Trustees of the A.O.A. changed the term “certificate 
holder” to “diplomate,” January 1960. 
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reason ceases to function, the Chairman shall assume 
temporary chairmanship of that Board with restricted 
powers to maintain its operating continuity until the 
next meeting of the Advisory Board. In this capacity, 
he shall arrange for the evaluation of candidates’ cre- 
dentials and for their examination, but shall not him- 
self evaluate or examine. 

The Chairman shall make a midyear and an annual 
report to the Board of Trustees of the American 
Osteopathic Association. 

Sec. (c) The Secretary of the Board shall be pro- 
vided by the Executive Secretary of the American 
Osteopathic Association from the Central Office staff. 
He shall keep a record of all meetings, transactions 
and actions of the Advisory Board and assist the 
Chairman in such other duties as are appropriate to 
this office. 

Sec. (d) In the event of a vacancy in the office of 
the Chairman and Vice Chairman, the senior member 
of the two members at large elected to the Executive 
Committee shall act as Chairman until the next reg- 
ular meeting. 


ARTICLE V—COMMITTEES 


Sec. (a) The Executive Committee shall be com- 
posed of the Chairman, Vice Chairman, Secretary, 
and two members of the Advisory Board. 

Each of such members from the Advisory Board 
shall be elected in alternate years for a term of 2 
years. 

Elected members of the Executive Committee shall 
be members ex officio of the Advisory Board through 
the terms for which they are elected. 

This committee shall carry out the policy and ac- 
tivity initiated or decided by the Advisory Board. 
The Executive Committee shall meet on call of the 


Chairman. 


The Executive Committee shall act for the Ad- 
visory Board between meetings of the Advisory 
Board. All actions of the Executive Committee shall 
be subject to approval of the Board of Trustees of 
the American Osteopathic Association. 

Sec. (b) A Review Committee composed of six 
members shall be appointed by the Chairman not 
later than 30 days before the time of the annual 
meeting, or special meeting, from among members 
who affirm their intent to be in attendance at the 
meeting, for a term of 3 years, two of whom shall be 
appointed each year to serve a term of 3 years. Dur- 
ing the first year, two shall be appointed for 1 year, 
two shall be appointed for 2 years, and two shall be 
appointed for 3 years. The Chairman of the Advisory 
Board shall appoint one member to act as Chairman 
of the Review Committee. This Committee shall re- 
view the data supporting proposals for certification 
submitted by the Certifying Boards and make rec- 
ommendation to the Advisory Board concerning the 
proper action on each candidate proposed. 

Names of the candidates who fail to meet the re- 


quirements of the Review Committee shall not be 


presented to the Advisory Board. 
Sec. (c) A Nominating Committee composed of 
three members shall be appointed by the Chairman 
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at the time of the annual meeting to name candidates 
for membership at large on the Executive Committee 
for the ensuing year and to report to the last session 
of the meeting, at which time the election of such 
membership shall take place. Nominations from the 
floor will be in order. 

Sec. (d) An Appeal Committee shall be selected 
and appointed by the Chairman of the Advisory 
Board, with the approval of the Executive Commit- 
tee, whenever it is deemed necessary by the Chair- 
man of the Advisory Board to provide for adjudica- 
tion of a charge filed with the Advisory Board of 
unfairness or improper conduct of the affairs of any 
Certifying Board by an applicant for certification. 

The Appeal Committee shall be composed of five 
members, who shall elect their own chairman, one 
individual to be appointed from the Committee on 
Colleges, one from the Committee on Hospitals, one 
from the Board of Trustees of the American Osteo- 
pathic Association, and two from the membership of 
the Advisory Board for Osteopathic Specialists, no 
one of whom shall be a member of the Certifying 
Board which is the object of complaint. 

All appeals shall be filed with the Chairman of the 
Advisory Board not later than April 1. Copies of the 
written appeals and submitted material shall be pro- 
vided to the Committee at least 30 days prior to its 
next scheduled meeting. 

The meeting, or meetings, of the Committee shall 
be arranged by the Chairman of the Appeal Com- 
mittee with the complainant and a representative 
appointed by the Chairman of the Certifying Board 
involved. A stenotype record of the proceedings shall 
be made and such notes shall be confidential. 

After hearing and considering the presentation of 
the complaint and the Certifying Board’s response 
giving reasons for the action against which the com- 
plaint is directed, and after making any necessary 
investigation, the Appeal Committee shall make a re- 
port to the Advisory Board, indicating what the com- 
mittee considers to be the proper action to be fol- 
lowed by the parties concerned. If the controversy 
is not suitably adjudicated and the circumstances 
justify, the report of the Appeal Committee shall be 
presented to the Board of Trustees of the American 
Osteopathic Association for further action. 

This Committee shall be dissolved upon conclusion 
of the duties specified above. 

Sec. (e) A Committee on Basic Documents shall 
be appointed by the Chairman of the Advisory Board 
at each annual meeting. For the purposes of this 
Committee, the basic documents shall be defined as 
the Constitution and Bylaws, Regulations and Re- 
quirements of the Specialty Certifying Boards, and 
the Handbook of the Advisory Board for Osteopathic 
Specialists and Boards of Certification. 

The duties of this Committee shall be: 

(1) To maintain a file of all basic documents of 
the Advisory Board and its member Certifying 
Boards. 

(2) To prepare and submit to the Advisory Board, 
amendments to the Handbook of the Advisory Board 
for Osteopathic Specialists and Boards of Certifica- 
tion. 
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(3) To review the basic documents of the specialty 
Certifying Boards and recommend proposed changes 
in these documents as may be necessary to establish 
conformity with the Handbook of the Advisory Board 
for Osteopathic Specialists and Boards of Certifica- 
tion, as approved by the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE VI—MEETINGS 


Sec. (a) A regular annual meeting shall be held at 
the time and place of the annual convention of the 
American Osteopathic Association. The meeting shall 
be scheduled at such time that recommendations 
from this Advisory Board may be transmitted to the 
Board of Trustees of the American Osteopathic Asso- 
ciation before the conclusion of its final sessions. The 
time and place of the sessions of the Advisory Board’s 
meeting shall be communicated to all members not 

less than 30 days before the date of convening. 

Sec. (b) A quorum at any session of any regular 
meeting shall consist of a majority of the designated 
membership of the Advisory Board. 

Sec. (c) Robert’s Rules of Order shall be followed 
except where they conflict with these rules of pro- 
cedure. 

Sec. (d) The order of business shall be as follows: 

(1) Call to order. 

(2) Roll call. 

(3) Secretary's report including: 

a) Presentation of the report to the Board of 
Trustees of the American Osteopathic Association 
made at the preceding annual meeting. 

b) Presentation of the Chairman’s preliminary 
report to the Board of Trustees of the American Os- 
teopathic Association, and the recommendations for 
the current session of the Advisory Board. 

(4) Appointment of Nominating Committee. 

(5) Reports and recommendations of Certifying 
Boards. 

(6) Reports of Standing Committees. 

(7) Reports of Special Committees. 

(8) Unfinished business. 

(9) Receipt of communications. 

(10) Report of Review Committee. 

(11) New business and assignments to appropri- 
ate committees. 

(12) Report of Nominating Committee and Elec- 
tion of Membership to Executive Committee. 

(13) Appointment of Committees for ensuing year. 

(14) Adjournment. 


ARTICLE VII—REPORTS TO THE BOARD OF TRUSTEES 
OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Sec. (a) Immediately following the adjournment of 
the Advisory Board, the Secretary of the Advisory 


Board shall prepare a mimeographed listing of all 
-successful applicants for certification recommended 


at the Advisory Board meeting. The Chairman of the 
Advisory Board then presents the list to the Board of 
Trustees for final approval. 

Upon receipt of the minutes, the Secretary of the 
Advisory Board shall prepare, at the direction of the 
Chairman, a full report of the activities of the Ad- 


yisory Board at its annual meeting. This report shall 
then be presented to the Bureau of Professional Edu- 
cation at its annual meeting. Following action by the 
Bureau, the report shall then be transmitted to the 
Board of Trustees at its next midyear meeting. Indi- 
cated action following acceptance of the report and 
recommendations shall then be administered in am- 
ple time for action by specialty Certifying Boards or 
others concerned prior to their annual meeting. . 

Sec. (b) In reporting its recommendations of in- 
dividuals for certification in the various specialties, 
the Advisory Board shall furnish the Board of Trus- 
tees of the American Osteopathic Association with an 
additional list of applicants for specialty certification 
who have completed the required examinations and 
who have not been recommended by their certifying 
board for certification, along with the reason for the 
delay in their being certified, whether due to failure 
or for other reasons. 

When the report is made of “Applicants Not Rec- 
ommended for Certification,” that list shall be imme- 
diately destroyed. 


ARTICLE VIII—AMENDMENTS 


Sec. (a) Amendments to these Rules of Organiza- 
tion and Procedure may be adopted for submission 
to the Board of Trustees of the American Osteopathic 
Association for approval by the vote of a majority of 
the members of the Advisory Board registered with 
the Secretary as present at the annual meeting, pro- 
vided the proposed amendment has been submitted 
to each member present in writing or printed form 
not less than 12 hours preceding the time of the 
meeting at which the vote is to be taken. 

Sec. (b) A Handbook of the Advisory Board for 
Osteopathic Specialists and Boards of Certification 
shall be issued by Central Office within 90 days fol- 
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lowing adoption of this recommendation by the 
Board of Trustees. It shall contain the following: 

(1) Rules of Organization and Procedure of the 
Advisory Board for Osteopathic Specialists as amend- 
ed with the approval of the Advisory Board and the 
Board of Trustees. 

(2) Rules of Procedure for Specialty Certifying 
Boards as amended with the approval of the Ad- 
visory Board and Board of Trustees. 

(3) Standard Constitution and Bylaws of Boards 
of Certification as approved by the Board of Trustees. 

(4) Model form for Regulations and Requirements 
of Boards of Certification. 

(5) Model form Outline for Annual Report of Sec- 
retaries of Certifying Boards to the Advisory Board. 

Sec. (c) The documents listed under Section (b) 
above shall be edited, rearranged and revised, with- 
out changing the intent, to provide better phraseol- 
ogy and continuity. Repetitions shall be deleted. 

Sec. (d) One hundred and fifty copies of the 
Handbook shall be issued. They shall be distributed 
to the Executive Committee of the American Osteo- 
pathic Association, officers and members of the Board 
of Certification and to other individuals who have a 
right to the Handbook. 

Sec. (e) The Handbook shall be revised every 2 
years, and the revisions shall include recommenda- 
tions of the Advisory Board which have been ap- 
proved by the Board of Trustees since the preceding 
issue of the Handbook pertaining to the conduct of 
the Advisory Board, Boards of Certification, and ap- 
plicants for certification. 

Sec. (f) All recommendations which amend or in 
any way alter any of the documents reproduced in 
the Handbook shall be presented as amendments 
with proper reference to the document, article, sec- 
tion and paragraph. 
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Boards of Specialty Certification 


STANDARD CONSTITUTION AND BYLAWS 


(Approved by the Board of Trustees of the 
American Osteopathic Association, July, 1948) 


CONSTITUTION OF THE 
AMERICAN OSTEOPATHIC BOARD OF 


ARTICLE I—NAME 


The name of this organization shall be The American 
Osteopathic Board of ... 


ARTICLE II—PURPOSE 


Sec. 1. The purposes of this Board shall be: 

a. to define the qualifications to be required of os- 
teopathic physicians for certification in the field (or 
and of any other spe- 
cialty field that may be assigned to this Board; 

b. to determine the qualifications of osteopathic 
physicians as specialists for certification in the field 
and of any other 
specialty field that may be assigned to it; 

c. to conduct examinations in conformity with the 
Bylaws of this Board; 

d. to issue certificates, subject to the recommenda- 
tion of the Advisory Board for Osteopathic Special- 
ists and to the approval of the Board of Trustees of 
the American Osteopathic Association, to those phy- 
sicians who are found qualified; 

e. to recommend revocation of certificates for 
cause; 

f. to use every means possible to maintain a high 
standard of practice in these specialties (this special- 
ty) within the osteopathic profession. 

The actions of the American Osteopathic Board of 
are subject to recommendation 
of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE III—DEFINITION 


Sec. 1. For the purpose of the operation of this Board 
the following division(s) of practice (are, is) de- 


fined: 


a. the practice of ................ shall consist 
b. the practice of ................ etc., etc. 


ARTICLE IV—ORGANIZATION 


Sec. 1. Membership 
a. The American Osteopathic Board of 


shall consist of ..... members elected by ......... 
Each elected member shall be a certified specialist 
(Each 


specialty group shall be represented in the member- 
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chip Bom ) Insofar as 
possible there shall be a representative from each 
geographical time belt of the United States on this 
Board. 

b. Members shall be elected for a term of 3 years 
(except that at the first election of members to this 
Board three members shall be elected for 3 years, 
three shall be elected for 2 years and three for ] 
year. Thereafter, three members shall be elected 
annually for the full term of 3 years.) The terms of 
members should be so staggered that the new mem- 
bers elected in any year shall not constitute a ma- 
jority of the Board. In case of death or resignation 
of any Board member, ............ shall appoint a 
certified specialist from the corresponding field to fill 
the unexpired portion of the term. 

c. Members shall continue to serve until their 
successors are elected. 

Sec. 2. Officers 

a. The officers of the Board shall be: 

i) Chairman 
ii) Vice Chairman 
iii) Secretary-Treasurer 

b. These officers shall be elected by this Board 
for a term of 1 year at its annual meeting. 

c. Officers shall continue to hold office until their 
successors are elected. 

Sec. 3. Committees 

a. There shall be three standing committees of 
this Board and such other committees as may from 
time to time be authorized. The Chairman shall ap- 
point all committees unless it is otherwise provided. 
b. The standing committees shall be: 

i) Credentials Committee 
ii) Examination Committee 
iii) Advisory Board Representative 


ARTICLE V—AMENDMENT 


Sec. 1. Subject to the review and recommendation 
of the Advisory Board for Osteopathic Specialists 
and the approval of the Board of Trustees of the 
American Osteopathic Association, this Constitution 
may be amended by a vote of two-thirds of the total 
membership of this Board (or three-fifths in a five- 
member Board) at any annual meeting following 
notification given at any previous annual meeting of 
such intention. 


BY-LAWS OF THE 
AMERICAN OSTEOPATHIC BOARD OF 


ARTICLE I—DUTIES OF THE AMERICAN 
OSTEOPATHIC BOARD OF 


Sec. 1. This Board shall serve as an advisory body 
to all applicants for certification in the specialty 
and any other 
specialty which may be assigned to its jurisdiction. 
Sec. 2. This Board shall determine, in accordance 


- with the provisions of these Bylaws, the appropriate 


standards of education and the training held neces- 
sary for certification in the specialty (specialties) of 


sociation. 

Sec. 3. This Board shall establish detailed rules 
for conducting all examinations in compliance with 
the provisions of these Bylaws and shall provide for 
the conduct of examinations at least once a year in 
accordance with its Regulations and Requirements. 

Sec. 4. This Board shall file with the Advisory 
Board for Osteopathic Specialists, at the time speci- 
fied by the Advisory Board, its recommendations 
concerning each applicant for certification together 
with any pertinent information required by the Ad- 
visory Board for Osteopathic Specialists. 

Sec. 5. This Board shall provide and issue cer- 
tificates in all fields assigned to this Board’s jurisdic- 
tion, as provided in Article V of these Bylaws. 

Sec. 6. This Board shall provide permanent files 
for all records. It shall record and keep permanently 
on file all applications submitted to it and complete 
records of examination results and shall maintain a 
registry of diplomates. All examination papers and 
case reports of applicants shall be kept on file for 
a period of 3 years. 

Sec. 7. This Board shall levy and collect from 
applicants the funds necessary to finance the opera- 
tion of this Board as provided in the Regulations 
and Requirements. 

Sec. 8. This Board shall arrange for all meetings 
necessary to enable this Board to carry out its func- 
tions as provided in Article VI, Sections 1 and 2 of 
these Bylaws. 

Sec. 9. This Board shall provide one member of 
this Board to function as representative to the Ad- 
visory Board for Osteopathic Specialists. In case of 
inability of the regular representative to attend the 
sessions of the Advisory Board of Osteopathic Spe- 
cialists, the Chairman of this Board shall appoint an 
alternate as provided in the Rules of Organization 
and Procedure of the Advisory Board for Osteopath- 
ic Specialists. 

Sec. 10. This Board shall conduct its activities in 
relation to the officers of the American Osteopathic 
Association, the Advisory Board for Osteopathic 
Specialists, other Certifying Boards and applicants 
for certification as provided in the Rules of Pro- 
cedure for Specialty Certifying Boards compiled by 
the Advisory Board for Osteopathic Specialists and 
approved by the Board of Trustees of the American 
Osteopathic Association. 

Sec. 11. This Board shall make, in conformity to 
its Constitution and Bylaws, all necessary regula- 
tions and requirements to govern its activities which 
are not provided by the Advisory Board for Osteo- 
pathic Specialists and the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE II—COMMITTEES 


Sec. 1. Credentials Committee 
a. There shall be a Credentials Committee of 
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bbe members appointed by the Chairman of this 
Board, whose members shall represent different geo- 
graphical districts as far as possible. 

b. It shall be the duty of the Credentials Com- 
mittee: 

i) to receive all completed applications from 
the Secretary-Treasurer; 

ii) to conduct a comprehensive investigation 
of each applicant in accordance with the rules gov- 
erning application; 

iii) to prepare a recommendation concerning 
each applicant and present this to the American Os- 
its next (annual) meeting ................... 

Sec. 2. Examination Committee 

a. There shall be an Examination Committee 
composed of the Chairman of this Board and not 
less than two additional Board members. The Chair- 
man of this Board shall act as the Chairman of the 
Examination Committee. 

b. It shall be the duty of the Examination Com- 
mittee to plan and to make preparations for the con- 
duct of examinations in the specialty fields coming 
under the jurisdiction of this Board in accordance 
with the rules governing examinations as stated in 
Article IV, Section 1, paragraph h, of these Bylaws 
and in the Regulations and Requirements of this 
Board. 

c. The Examination Committee shall report to 
this Board the findings on the examination of each 
applicant. 

Sec. 3. Advisory Board Representative 

a. There shall be a representative to the Advisory 
Board, who shall be the Chairman or the Secretary- 
Treasurer of this Board. 

b. It shall be the duty of the Advisory Board 
Representative to represent the American Osteo- 
where such representation is required. 

c. The Chairman shall appoint annually as an al- 
ternate representative a member of this Board, who 
shall be empowered to act for the regular represen- 
tative, if he is not in attendance. 


ARTICLE III—DUTIES OF OFFICERS 


Sec. 1. The duties of the Chairman shall be: 

a. to preside at all meetings; 

b. to appoint all committees and representatives 
to the Advisory Board for Osteopathic Specialists; 

c. to schedule meetings of this Board at such 
times and places as necessary to carry on the busi- 
ness of this Board; 

d. to supervise all examinations; 

e. to act as an ex officio member of all commit- 
tees; 

f. to sign all certificates issued by this Board; 

g. to act as Chairman of the Examination Com- 
mittee; 

h. to be the Advisory Board Representative, if so 
designated. 

Sec. 2. The duties of the Vice Chairman shall be: 

a. to assume the duties of the Chairman when the 


latter is absent or otherwise unable to fulfill them; 
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b. to assist the Chairman in the discharge of his 
duties. 


Sec. 3. The duties of the Secretary-Treasurer . 


shall be: 

a. to keep in permanent file records of all pro- 
ceedings, transactions, and rulings of this Board, and 
to keep on file all examination papers and case rec- 
ords for a period of 3 years; 

b. to have printed and distributed all certificates, 
application forms, circulars of information, etc., au- 
thorized by this Board and necessary for the proper 
functioning of this Board; 

c. to maintain in proper place and form the 
moneys of this Board and to issue an accounting of 
them at annual meetings or at such other times as 
requested by the Chairman of this Board; 

d. to keep a permanent file of all applications 
coming before this Board with a signed record of 
the action taken on each; 

e. to maintain a record of all diplomates in good 
standing and to supply upon request to government- 
al agencies, hospitals, physicians, schools, and others 
entitled to such information, a list of diplomates in 
good standing; 

f. to have prepared in appropriate and complete 
form for presentation to the Review Committee of 
the Advisory Board for Osteopathic Specialists in 
support of recommendations for certification the ap- 
plication, examination record (written, oral and 
practical), and other pertinent information re- 
quested; 

g. to serve as a representative of this Board to 
the Advisory Board for Osteopathic Specialists, if so 
designated; 

h. to sign all certificates issued by this Board, as 
provided in Article V; 

i. to prepare an annual report in keeping with 
the Rules of Procedure for Specialty Certifying 
Boards of the work done by this Board, including a 
list of all applicants and the results of their exami- 
nations and a resume of this Board’s finances. This 
report is to be presented at the annual meeting of 
the Advisory Board for Osteopathic Specialists and 
copies are to be supplied to the Chairman and Sec- 
retary of the Advisory Board and to the Executive 
Secretary of the American Osteopathic Association; 

j. to cooperate with the Executive Secretary of 
the American Osteopathic Association in all matters 
pertaining to the annual registration of diplomates; 

k. to notify the Executive Secretary of the Amer- 
ican Osteopathic Association and the Chairman and 
Secretary of the Advisory Board for Osteopathic Spe- 
cialists of members and officers elected to this Board 
and of appointments to the Advisory Board for Os- 
teopathic Specialists. 


ARTICLE IV—REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of spe- 
cialization from the American Osteopathic Board of 

, the applicant must meet 
all of the following minimum requirements, except- 
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ing as provided in Section 3 (and Section 4) of this 
Article: 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years immediately prior to application for 
examination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associ- 
ation or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

e. He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

f. A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiv- 
alent, but not necessarily running 3 consecutive 
years. This Board may modify the requirement of 3 
years’ special training by allowing a credit of 1 year 
of special training for each 5 years of specialty prac- 
tice for a total credit of not to exceed 2 years of the 
requirement, for physicians who graduated prior to 
1946, but in no case may such applicant be accepted 
for examination without at least 1 year of special 
training as defined. This training shall include: 

i. Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty; 

ii. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities sat- 
isfactory to this Board, or by studying under the 
preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a 
plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the sev- 
eral types mentioned above, as determined by this 
Board. It shall be this Board’s duty to assist appli- 
cants in determining a suitable program of special 
training, but it is not this Board’s function to supply 
the training. This Board will recognize as proper in- 
stitutions for securing this training those institutions 
which are approved for special training by the ap- 
proving agencies of the American Osteopathic As- 
sociation, together with such others as this Board 
may determine to possess facilities and personnel 


adequate to provide proper training. 


g. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. Specialty practice 
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within each specialty field under this Board shall 
be defined in the Regulations and Requirements of 
this Board. 

h. Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty, the possession 
of sound judgment and of a high degree of skill in 
the diagnostic and therapeutic procedures involved 
in the practice of the specialty. Oral, written and 
clinical examinations shall be conducted and re- 
quired in the case of each applicant. This Board 
may conduct the oral and written examinations at 
the end of the required 3 years of special training, 
but shall not conduct the practical or clinical exam- 
ination until the required 2 years of specialty prac- 
tice have been completed. The members of this 
Board shall personally review, if not perform, the 
grading of each written examination. The conduct 
of the clinical examinations may be delegated to 
committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description 
of the method of conducting the examination shall 
be formulated in this Board’s Regulations and Re- 
quirements, and provision for re-examination shall 
be made. 

i. Applicants desiring examination for certifica- 
tion shall be required to file an application which 
shall set forth the applicant’s qualifications for ex- 
amination as stated in paragraphs a, b, c, d, e, f, 
and g, above. The procedure for filing applications 
shall be set forth in the Regulations and Require- 
ments and no application for action at any annual 
meeting of this Board shall be accepted after April 
1 of that year. 

Sec. 2. In the case of an applicant who was en- 
gaged in the practice of his specialty by 1939, or 
prior thereto, and who graduated prior to 1936, and 
who meets the general requirements stated in Sec- 
tion 1 a, b, c, d, and e above, and has maintained 
appropriate activity in American Osteopathic Asso- 
ciation organization work, specialty societies, hospi- 
tal staff work, the pursuit of periodic postgraduate 
work, contributions to, professional literature or oth- 
erwise has indicated his consistent interest and com- 
petence in his specialty, the requirements of this Ar- 
ticle IV, Section 1, paragraphs f and h, may be 
waived and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clinical 
examination. 

The final date for accepting applications under 
this classification shall be May 1, 1961. [Note: This 
amendment will in effect eliminate applicants for 
certification under the “Grandfather Clause” after 
the specified date. | 

Sec. 3. Subject to the recommendations of the 
Advisory Board of Osteopathic Specialists and to the 
approval of the Board of Trustees of the American 
Osteopathic Association, the American Osteopathic 
Board of ...... Ocoee may require such further 
training in each of the specialty fields coming under 
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its jurisdiction as in its judgment such field may re- 
quire, provided that the additional requirements for 
each specialty field are clearly set forth in the Regu- 
lations and Requirements of this Board. Additions 
to requirements shall not go into effect until 1.year 
subsequent to the announcement of such change. 

Sec. 4. If circumstances necessitate it a section 
may be written and inserted at this point to provide 
for the fair handling of applicants already acting on 
the basis of commitments made by this Board prior 
to December 15, 1946. 


ARTICLE V—CERTIFICATES 


Sec. 1. Issuance 

Certificates of specialization which have been ap- 
proved by the Board of Trustees of the American 
Osteopathic Association shall be issued by the 
American Osteopathic Board of .............. to 
applicants who have conformed to all requirements 
for certification described in Article IV of these 
Bylaws and who have received the recommendation 
of the Advisory Board for Osteopathic Specialists 
and the approval of the Board of Trustees of the 
American Osteopathic Association. Each such certi- 
ficate shall be signed by the Chairman and the Sec- 
retary-Treasurer of this Board. No certificate is valid 
until it has been signed by the Executive Secretary 
of the American Osteopathic Association. 

Sec. 2. No certificate shall be issued to an in- 
dividual who is certified by another board, until the 
former certificate has been surrendered to the Exec- 
utive Secretary of the American Osteopathic Asso- 
ciation. 

Sec. 3. Revocation 

This Board shall have the power to recommend to 
the Advisory Board for Osteopathic Specialists and 
the Board of Trustees of the American Osteopathic 
Association, the revocation of the certificate of any 
holder whose certificate was obtained by fraud or 
misrepresentation, who unduly advertises, exploits 
his certificate, fails to maintain membership in the 
American Osteopathic Association, violates the Code 
of Ethics of the American Osteopathic Association 
or otherwise disqualifies himself. 

Sec. 4. To remain in good standing the diplomate 
shall pay an annual registration fee to the Executive 
Secretary of the American Osteopathic Association, 
as provided in the Rules of Procedure for Specialty 
Certifying Boards as compiled by the Advisory Board 
for Osteopathic Specialists. 


ARTICLE VI—MEETINGS 


Sec. 1. The American Osteopathic Board of ...... 
shall hold a regular annual meeting 
to transact business and to conduct examinations at 
the time and place of the annual meeting of the 
American Osteopathic Association (or at the annual 
meeting of its respective specialty college). 

Sec. 2. Special meetings of this Board which are 
deemed necessary for the transaction of business 
may be called with the approval of the majority 
of the members of this Board provided all members 
are formally notified of the called meeting and its 
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purpose, not less than 30 days before the date set 
for the meeting. 

Sec. 3. For the transaction of business at any 
meeting of this Board ........ members shall con- 
stitute a quorum. 


ARTICLE VII—AMENDMENT 


Sec. 1. Subject to the review and recommendation 
of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
American Osteopathic Association, these Bylaws 
may be amended by a two-thirds vote of the total 
membership of this Board (or three-fifths in a five- 
member Board) at any meeting, provided each 
member has been notified at least 30 days prior to 
the date of the meeting, of its being called and of 
the intention to amend. 


American Osteopathic Board 
of Anesthesiology 


K. George Tomajan, Chairman, Boston, Massachusetts; J. 
Calvin Geddes, Vice Chairman, Mount Clemens, Michigan; 
Mahlon L. Ponitz, Detroit, Michigan; Clare E. Pike, Long 
Beach, California; J. Maurice Howlett, Birmingham, Michi- 
gan; Crawford M. Esterline, Kirksville, Missouri; J. Craig 
Walsh, Secretary-Treasurer, Philadelphia, Pennsylvania; Mrs. 
E. F. Martin, Corresponding Secretary, Coral Gables, Florida 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the 
following division of practice is defined: 

a. The practice of anesthesiology shall consist of 
and include that branch of medical science, art, and 
practice which deals with the use of anesthetic 
agents, the evaluation of the patient’s condition with 
reference to the use of anesthetic agents and the care 
of complications incident to their use. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Anesthesiology 
shall accept for examination for certification only 
osteopathic physicians who are specializing in anes- 
thesiology. The applicant must be engaged in the 
practice of anesthesiology and he must present evi- 
dence to the Board that he is so practicing. 

It shall be the policy of the American Osteopathic 
Board of Anesthesiology to require that, with his 
application, each applicant submit a list of his 
anesthetic procedures for the 12-month period im- 
mediately prior to making application, giving the 
date, name of hospital and case number, patient’s 
initials, name of the surgeon, operative procedure, 
and anesthetics administered. This list shall be certi- 
fied by the administrator of the hospital in which the 
anesthetics were administered. 

This list shall be accompanied by a supplementary 
list in which the anesthetic procedures for the year 
are broken down into segregated totals indicating 
the number of each type of anesthetic administered 
by the applicant during the 12-month period. The 
totals of both lists must agree. 

It shall be the policy of the Board to require the 
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Credentials Committee to carefully scrutinize the 

scope of anesthetic practice represented in each ap- 
plicant’s report. Unless an applicant presents evi- 
dence that the scope of his anesthetic practice is 
sufficiently varied and of a major character (as shown 
by the records submitted), the Credentials Commit- 
tee shall not recommend him for examination with- 
out an investigation by one or more certified special- 
ists not located in the applicant’s immediate vicinity, 
who have been appointed by the Board for the pur- 
pose of determining the applicant’s qualifications, 
The applicant shall be responsible for the expenses 
incurred in the conduct of such an investigation. 

If the investigation is conducted in the same man- 
ner and under the same requirements as for a clinical 
examination and the applicant is recommended for 
examination, the Board may, at its discretion, accept 
the investigation as the equivalent of a clinical exam- 
ination. The expenses paid by the applicant for the 
investigation shall be considered as payment of ex- 
penses for his clinical examination. 

Each applicant for examination for certification in 
anesthesiology by the American Osteopathic Board 
of Anesthesiology must present evidence that he 
has met the minimum requirements and shall: 

1. Have been graduated from an approved osteo- 
pathic college at least 6 years prior to April first of 
the year in which his application is submitted for 
consideration by the Board. 

2. Be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. Have been a member in good standing of the 
American Osteopathic Association and of his state 
or divisional society for a continuous period of at 
least 3 years immediately prior to making application 
for examination by the Board. 

4. Be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteo- 
pathic physician specializing in the practice of anes- 
thesiology and shall publicize his osteopathic affilia- 
tions in an ethical manner. 

5. Declare that he is familiar with the Code of 
Ethics of the American Osteopathic Association and 
the interpretations thereof and certify that he will 
abide by the provisions of the Code of Ethics as set 
forth, interpreted, and/or amended from time to 
time. 

6. Have completed an internship of at least 1 year 
in a hospital acceptable to the Board. The intern 
year of 9 months, as prescribed by the Selective Serv- 
ice Board during World War II, shall be acceptable. 
For physicians who graduated in 1942 or prior there- 
to, the Board may accept other qualifications in lieu 
of internship where the applicant’s anesthetic experi- 
ence and ability are beyond question. 

7. Have completed a minimum of 3 years of for- 
mal training in anesthesiology after the required 1 
year of internship, or its equivalent, but not neces- 
sarily running 3 consecutive years. 

During the minimum 3-year period of formal 
training, there shall be evidence of sufficient clinical 


work in anesthesiology with a minimum of 300 anes- 


thetics of a diversified nature administered annu- 
ally. 


This formal training program must be acceptable 
to the Board and shall include: 

a) A period of at least 1 year of formal training 
in anesthesiology in a hospital acceptable to the 
Board and made up of either an approved residency 
or an approved full time preceptorship training pro- 

‘am. 

b) A period of at least 2 years’ special training in 
anesthesiology subsequent to the required 1 year of 
internship and the required 1 year of formal train- 
ing. This special training may be made up, either 
in whole or in part, of an approved residency or an 
approved preceptorship training program. Preceptor- 
ship training programs shall have met the require- 
ments of and been approved by the Evaluating Com- 
mittee for the Register of Training Programs of the 
American Osteopathic College of Anesthesiologists. 

After the completion of the required 1 year of in- 
ternship (or its equivalent), the required 1 year of 
formal training, and 1 year of the required 2 years 
of special training in anesthesiology, the Board may, 
at its discretion, accept 2 years of recognized spe- 
cialty practice in anesthesiology as the equivalent 
of the third year of special training. In each year of 
specialty practice, the applicant must have admin- 
istered at least 250 anesthetics of a diversified nature. 

For applicants who graduated in 1947 or prior 
thereto, in lieu of item b), the Board may, at its 
discretion, accept 2 years of recognized specialty 
practice in anesthesiology, subsequent to the re- 
quired 1 year of internship (or its equivalent), and 
the required 1 year of formal training, as the equiva- 
lent of 1 year of special training or 4 years of recog- 
nized specialty practice in anesthesiology as the 
equivalent of 2 years of special training, but in no 
case may such applicant be accepted for examination 
without at least 1 year of formal training as defined. 
In each year of specialty practice, the applicant 
must have administered at least 250 anesthetics of a 
diversified nature. 

It shall be the Board’s duty to assist applicants in 
determining a suitable program of anesthetic train- 
ing, but it is not the Board’s function to supply the 
training. The Board will recognize as proper insti- 
tutions for securing this training, those institutions 
which are approved for special training by the ap- 
proving agencies of the American Osteopathic Asso- 
ciation, together with such others as the Board may 
determine to possess facilities and personnel ade- 
quate to provide proper training. 

8. In a training program, other than a residency 
approved by the Board of Trustees of the American 
Osteopathic Association, which was begun after Jan- 
uary 1, 1951, the applicant shall have received satis- 
factory graduate training in the basic sciences, in- 
cluding anatomy, physiology, biochemistry, pathol- 
ogy, toxicology, and pharmacology. 

A minimum of 100 clock hours shall be required 
in the basic science training program, subdivided as 
follows: 

a) A minimum of 10 clock hours each in anatomy, 
physiology, biochemistry, pathology, toxicology, and 
pharmacology. 

b) The remainder of the minimum required hours 
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may be taken in any of the subjects mentioned or 
in other basic sciences related to the specialty of 
anesthesiology. 

The applicant must submit acceptable documen- 
tary evidence, which may be further investigated at 
the discretion of the Board, of having completed this 
graduate training in the basic sciences, in colleges, 
laboratories, clinics, hospitals, or other institutions 
satisfactory to the Board. 

9. Have practiced as a specialist in anesthesiology 
for a period of at least 2 years subsequent to the 
completion of the required minimum of 3 years of 
formal training, or its equivalent, prior to being ex- 
amined. 

10. Provide evidence that he has administered a 
minimum of 1250 anesthetics of a diversified nature. 

11. Present detailed case reports, acceptable to 
the Board, of twenty-five major anesthetic proce- 
dures in which he was the responsible anesthetist and 
handled by him as an anesthetic problem within the 
past 3 years. These reports shall include the preop- 
erative evaluation of the patient, preoperative seda- 
tion, anesthetic agents utilized, anesthetic record, 
postoperative follow-up, and final disposition of the 
case. 

12. Submit complete case records and a report of 
pertinent factors where fatalities resulted within 24 
hours in patients anesthetized by the applicant dur- 
ing the 12-month period immediately prior to making 
application. 

13. Not printed.* 

14. Provide letters of recommendation from two 
certified anesthesiologists or certified surgeons who 
are personally acquainted with the applicant, who 
can vouch for his anesthetic training, anesthetic ex- 
perience, personal character, and who have per- 
sonally observed the anesthetic skill of the applicant. 
The sponsors shall send their letters of recommen- 
dation direct to the Secretary-Treasurer or Corre- 
sponding Secretary of the Board. 

15. Be available for a personal interview upon 
receiving notice from the Secretary-Treasurer or 
Corresponding Secretary that such an interview is 
required. 

16. Demonstrate his eligibility for examination in 
any other manner required by the Board. . 

17. Signify his intention to qualify for change of 
certification, if certified by another Board. 

18. Submit his application, required documentary 
evidence and data, case reports, application fee, and 
letters of recommendation to the Secretary-Treasurer 
or Corresponding Secretary on or before April first. 

Signed applications and all evidence submitted by 
an applicant to the Board, even though the applicant 
may withdraw as an applicant for certification, shall 
remain the property of the Board. 

19. Not printed.* 


*Items 13 and 19 have to do with examination fees. 
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American Osteopathic Board 
of Dermatology 


Anthony E. Scardino, Chairman, Kansas City, Missouri; A. P. 
Ulbrich, Vice Chairman, Detroit, Michigan; Donald L. Gard- 
ner, Los Angeles, California; Walter L. Willis, Conshohocken, 
Pennsylvania; Sidney D. Rothman, Secretary-Treasurer, Los 
Angeles, California. 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the 
following division of practice is defined: 

a. The practice of dermatology consists of the di- 
agnosis and treatment of diseases peculiar to the in- 
tegument and its appendages in all its phases. 


REQUIREMENTS FOR CERTIFICATION 


Section 1. To be eligible to receive a certificate of 
specialization from the American Osteopathic Board 
of Dermatology, the applicant must meet all of the 
following minimum requirements, excepting as pro- 
vided in Section 2 of this Article: 

(a) He must be a graduate of an approved osteo- 
pathic college. 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty practice. 

(c) He must have been a member in good stand- 
ing of the American Osteopathic Association and of 
his state or divisional society for a continuous period 
of at least 3 years immediately prior to application 
for examination by this Board. 

(d) He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

(e) He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

(f) A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiva- 
lent, but not necessarily running 3 consecutive years. 
This Board may modify the requirement of 3 years’ 
special training by allowing a credit of 1 year of 
special training for each 5 years of specialty practice 
for a total credit of not to exceed 2 years of the re- 
quirement, for physicians who graduated prior to 
1946, but in no case may such applicant be accepted 
for examination without at least 1 year of special 
training as defined. This training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 
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(ii) Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by studying under the pre- 
ceptorship of, a qualified specialist in this field, 
supplemented by prescribed study conforming to a 
plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by 
this Board. It shall be this Board’s duty to assist 
applicants in determining a suitable program of 
special training, but it is not this Board’s function 
to supply the training. This Board will recognize as 
proper institutions for securing this training those 
institutions which are approved for special training 
by the approving agencies of the American Osteo- 
pathic Association, together with such others as this 
Board may determine to possess facilities and per- 
sonnel adequate to provide proper training. 

(g) He must practice as a specialist in this field 
for a period of at least 2 years subsequent to the 
minimum 3 years of special training. Specialty prac- 
tice within each specialty field under this Board shall 
be defined in the Regulations and Requirements of 
this Board. 

(h) Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required 
to pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty, the possession 
of sound judgment and of a high degree of skill in 
the diagnostic and therapeutic procedures involved 
in the practice of the specialty. Oral, written, and 
clinical examinations shall be conducted and re- 
quired in the case of each applicant. The Board may 
conduct the oral and written examinations at the 
end of the required 3 years of special training, but 
shall not conduct the practical or clinical examina- 
tion until the required 2 years of specialty practice 
have been completed. The members of this Board 
shall personally review, if not perform, the grading 
of each written examination. The conduct of the 
clinical examinations may be delegated to commit- 
tees of not fewer than two individuals maturely 
qualified in the specialty. A full description of the 
method of conducting the examination shall be form- 
ulated in this Board’s Regulations and Requirements, 
and provision for re-examination shall be made. 

(i) Applicants desiring examination for certifica- 
tion shall be required to file an application which 
shall set forth the applicant’s qualifications for ex- 
amination as stated in paragraphs (a), (b), (c), (d), 
(e), (f), and (g) above. The procedure for filing ap- 
plications shall be set forth in the Regulations and 
Requirements and no application for action at any 
annual meeting of the Board shall be accepted after 


_ April 1 of that year. 


Section 2. In the case of any applicant who was 
engaged in the practice of his specialty by 1939 or 


prior thereto, and who graduated prior to 1936 and 
who meets the general requirements stated in Sec- 
tion 1, (a), (b), (ce), (d), and (e) above and has main- 
tained appropriate activity in American Osteopathic 
Association organizational work, specialty societies, 
hospital staff work, the pursuit of periodic postgrad- 
uate work, contributions to professional literature or 
otherwise has indicated his consistent interest and 
competence in his specialty, the requirements of this 
Article IV, Section 1, paragraphs (f) and (h) may be 
waived, and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clinical 
examination. The final date for accepting applica- 
tions under this. classification shall be May 1, 1961. 

Section 3. Subject to the recommendations of the 
Advisory Board for Osteopathic Specialists and to 
the approval of the Board of Trustees of the Ameri- 
can Osteopathic Association, the American Osteo- 
pathic Board of Dermatology may require such 
further training in each of the specialty fields coming 
under its jurisdiction as in its judgment such field 
may require, provided that the additional require- 
ments for each specialty field are clearly set forth 
in the Regulations and Requirements of this Board. 
Additions to requirements shall not go into effect 
until 1 year subsequent to the announcement of such 
change. 


Osteopathic Board 
of Internal Medicine 


Neil R. Kitchen, Chairman, Detroit, Michigan; John L. Crow- 
ther, Vice Chairman, Bangor, Maine; Maxwell R. Brothers, 
Los Angeles, California; G. A. Whetstine, Wilton Junction, 
Iowa; Earl F. Riceman, Philadelphia, Pennsylvania; Charles 
M. Worrell, Harrisburg, Pennsylvania; Basil Harris, Los 
Angeles, California; Stuart F. Harkness, Des Moines, Iowa; 
Glennard E. Lahrson, Secretary-Treasurer, Oakland, California 


DEFINITION OF SPECIALTY PRACTICE 


The practice of internal medicine is devoted primari- 
ly to the application of subjective, objective, and 
laboratory procedures in studying and evaluating the 
affections, diseases, and functional disorders of the 
circulatory, respiratory, digestive, endocrine, meta- 
bolic, musculoskeletal, hematopoietic, and elimina- 
tive systems of the human body to: 

a. the correlation of data thus secured with clin- 
ical observations to reach diagnostic conclusions; 

b. the management of cases within this field by the 
utilization of all nonsurgical measures; 

c. assist in planning the therapeutic utilization of 
the technics of other specialty branches of medical 
and surgical practice in the care of patients. 

The practice of internal medicine does not include 
the treatment of the organs of special sense or the 
organs of the reproductive system, except as to their 
endocrine relations, and excludes the use of instru- 
mental procedures ordinarily performed by surgeons 
or surgical specialists. 
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REQUIREMENTS FOR CERTIFICATON 


A. Educational Qualifications—To be eligible to re- 
ceive a certificate of specialization from the American 
Osteopathic Board of Internal Medicine the appli- 
cant must meet all of the minimum requirements as 
set forth in the Bylaws of the American Osteopathic 
Board of Internal Medicine, Article IV, Sections 1, 
2, and 3. 

The 3-year period of training related to the spe- 
cialty as required in the Bylaws, Article IV, Section 
1, (£) is further defined: 

1. A period of not less than 3 years of special 
training related to this specialty shall be required, 
after the required 1 year of internship or its equiva- 
lent, but not necessarily running 3 consecutive years. 
This Board may modify the requirement of 3 years’ 
special training by allowing a credit of 1 year of spe- 
cial training for each 5 years of specialty practice 
for a total credit of not to exceed 2 years of the re- 
quirement for physicians who graduated prior to 
1946, but in no case may such applicant be accepted 
for examination without at least 1 year of special 
training as defined. 

A year of special training shall be interpreted to 
mean 12 months; a training hour is interpreted to 
mean a platform hour. This training shall include: 

1. Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

2. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

3. To obtain a mature and comprehensive under- 
standing of the Basic Sciences this Board recom- 
ments a minimum of 160 hours of basic science in- 
struction on the graduate level, divided as follows: 


37 hours 
15 hours 
Pharmacology .............. 21 hours 


4. Didactic and clinical instruction to assure ade- 
quate training in this specialty is recommended in 
the various fields of internal medicine totaling 320 
hours. This instruction must include cardiology, 
electrocardiography, peripheral vascular diseases, 
medical diseases, diseases of the kidney, gastroen- 
terology, metabolic diseases, endocrinology, hematol- 
ogy, clinical pathology, respiratory diseases, diseases 
of the biliary system, musculoskeletal system, x-ray 
interpretation, ophthalmology, and osteopathic prin- 
ciples and therapeutics, including materia medica as 
these relate to internal medicine. 

5. The special training may be provided in col- 
leges, laboratories, clinics, hospitals, or other facili- 
ties satisfactory to this Board, which may include 
approved full-time residencies, fellowships or pre- 
ceptorships. The 3-year, full-time training is defined 
to mean a minimum of 36 months of approximately 
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6,000 hours, and it is understood that during this 36- 
calendar-month period, time off may be allowed not 
to exceed 1 month per year. A training clinical hour 
will be 60 minutes, and a didactic hour will be 50 
minutes. 

Second-year internships. A second-year approved 
internship, if devoted entirely to internal medicine, 
will be the equivalent of 1-year full-time training. In 
the event of a second-year rotating internship, that 
amount of time devoted to the medical service will 
be credited toward the training program. 

One year, on a full-time basis, as a graduate stu- 
dent or instructor in bacteriology, biochemistry, pa- 
thology, pharmacology, or physiology will satisfy 1 
year of full-time training in internal medicine. 

6. Part-time formal training. This Board will rec- 
ognize 1,000 hours (clinic or didactic, or any com- 
bination thereof) formal special training as a substi- 
tute for 1 year of full-time special training. This 
Board will recognize as proper institutions for secur- 
ing this training those institutions which are ap- 
proved for special training by the approving agencies 
of the American Osteopathic Association, together 
with such others as this Board may determine to 
possess facilities and personnel adequate to provide 
proper training. 

Instructors in approved osteopathic colleges and 
hospitals. This Board will recognize 1 clinic hour of 
instruction as equivalent to 2 didactic hours of spe- 
cial training, providing the subjects in which the 
applicant has been instructing are related to the field 
of internal medicine, and are diversified and not 
repetitious. 

Attendance at meetings of the American College 
of Osteopathic Internists. Fifteen didactic hours’ 
credit will be allowed for attendance at the annual 
clinic conference of the American College of Osteo- 
pathic Internists or the regional study conferences. 

Non-specific credit will be allowed for published 
papers or original research. 

7. After April 1, 1961, a minimum of 1-year, full- 
time special training, as defined above, will be re- 
quired. The additional 2 years of required special 
training may be made up of the following combina- 
tions: 

a. Four years’ half-time training followed by 2 
years’ specialty practice in internal medicine. 

b. Two years’ half-time training followed by 5 
years’ specialty practice in internal medicine. 

8. It shall be this Board’s duty to assist applicants 
in determining a suitable program of special train- 
ing, but it is not this Board’s function to supply the 
training. This Board will recognize as proper insti- 
tutions for securing this training those institutions 
which are approved for special training by the ap- 
proving agencies of the American Osteopathic Asso- 
ciation, together with such others as this Board may 
determine to possess facilities and personnel ade- 
quate to provide proper training. An affidavit shall 
be furnished upon the request of this Board. 

B. Membership Requirements—Membership qual- 
ifications are those as stated in the. Bylaws of the 
American Osteopathic Board of Internal Medicine, 
Article IV, Section 1 (c). 
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C. Graduation Requirements—The graduation re- 
quirements with exceptions are those as stated in the 
Bylaws of the American Osteopathic Board of In- 
ternal Medicine, Article IV, Section 2. 

D. Years of Specialty Practice Required—The ap. 
plicant must have practiced as a specialist in the 
field of internal medicine for a period of at least 2 
years subsequent to the minimum of 3 years of spe- 
cial training, as defined by this Board, before he is 
eligible for clinical examination. 

E. Percentage of Practice in Internal Medicine— 
The applicant is expected to have practiced accord- 
ing to the “Definition of the Practice of Internal 
Medicine” as printed in the Regulations and Re- 
quirements of the American Osteopathic Board of 
Internal Medicine, Part II, 1. An affidavit shall be 
furnished on request of the Board. 

F. Case Records—Specially prepared case records 
for presentation to this Board are not required; how- 
ever, during the investigation by the Credentials 
Committee the applicant’s office and/or hospital rec- 
ords shall be made available on request of the Com- 
mittee. Such original records are not to be removed 
from the office or hospital. 

G. Copy of Published Articles—Authenticated 
copies of published articles are to be furnished on 
request of the Credentials Committee. No thesis is 
required. 

H. Privilege of Re-Examination—No applicant 
will be re-examined within a period of 1 year follow- 
ing an initial failure. Reapplication will be neces- 
sary to retake the examination. If the applicant fails 
the second examination, a 2-year period of further 
special study and practice satisfactory to the Ameri- 
can Osteopathic Board of Internal Medicine is re- 
quired. A. reapplication will be necessary to retake 
the examination after the second failure. 


American Osteopathic Board of 
Neurology and Psychiatry 


K. Grosvenor Bailey, Chairman, Los Angeles, California; Cecil 
Harris, Vice Chairman, Philadelphia, Pennsylvania; Thomas 
J. Meyers, Los Angeles, California; Donald E. Pinder, Los 
Angeles, California; Floyd E. Dunn, Secretary-Treasurer, 
Kansas City, Missouri 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board, the 
following divisions of practice are defined: 

a. The specialty of neurology shall consist of that 
division of the practice of osteopathic medicine em- 
bracing disorders of the organic nervous system. It 


‘shall include all diagnostic procedures and examina- 


tion technics giving an understanding of the prob- 
lems involved. Included will be conditions affecting 
the peripheral nerves, as well as the brain and cen- 
tral nervous system, the autonomic nervous system, 
and endocrine syndromes, and specific conditions 
such as epilepsy, migraine, tics, etc., are included. 
It does not include neurosurgery. 


b. The specialty of psychiatry includes that divi- 
sion of the practice of osteopathic medicine involving 
functional and organic disturbances of the mind, 
emotions, and nervous system. It includes person- 
ality problems, addictions, behavior difficulties, in- 
sanities, marital problems, and sexual and social 
anomalies. It covers counseling and psychotherapy 
in all its aspects, as well as diagnostic methods lead- 
ing to an understanding of the dynamics of the mind. 
It includes legal and child psychiatry and the field 
of psychosomatics. It includes electroshock, hydro- 
therapy, electronarcosis, and other physical modali- 
ties applied to the treatment of the mentally ill. It 
does not include neurosurgery. 

c. The specialty of neurology and psychiatry in- 
cludes all of the divisions of osteopathic medicine as 
combined with the difinitions of the specialty of neu- 
rology and the specialty of psychiatry, as stated in 
a. and b. above. 

Note: For the definition of neurosurgery and for 
the requirements, see American Osteopathic Board 


of Surgery. 
REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of spe- 
cialization from the American Osteopathic Board of 
Neurology and Psychiatry the applicant must meet 
all of the following minimum requirements, except- 
ing as provided in Article IV, Section 3 and Section 
4 of the Bylaws: 

(a) He must have graduated from an approved 
osteopathic college. 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty practice. 

(c) He must have been a member in good stand- 
ing of the American Osteopathic Association and of 
his state or divisional society for a continuous period 
of at least 3 years immediately prior to application 
for examination by this Board. 

(d) He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

(e) He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

(£) A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiva- 
lent, but not necessarily running 3 consecutive years. 
This Board may modify the requirement of 3 years’ 
special training by allowing a credit of 1 year of spe- 
cial training for each 5 years of specialty practice for 
a total credit of not to exceed 2 years of the require- 
ment, for physicians who graduated prior to 1946, 
but in no case may such applicant be accepted for 
examination without at least 1 year of special training 
as defined. For certification in neurology and psy- 
chiatry, the training period shall be not less than 5 
years. This training shall include: 
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(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

(ii) Active experience in the diagnosis and 
treatment in such amount and diversity that it will 
assure adequate training in the specialty. 

The 3-year period of special training as required 
in Section 1 (f), above, is further defined: 

1. For certification in Neurology the following 
shall be included in an acceptable training program, 
residency, or preceptorship: 

The amount of time of training shall total 3 calen- 
dar years or 6,000 clock hours and shall include: 

Basic Science ............ 100 clock hours 

Psychiatry and Psychology .500 clock hours 

Neurological Surgery 

500 clock hours 

Didactic Courses ........ 500 clock hours 
A maximum of 1,000 hours may be granted for case 
reports, 2 hours being allowed for each. A maximum 
of 500 such reports may be presented. Such reports 
may be considered if they are submitted in an ap- 
proved form and signed by the preceptor. Each re- 
port must include sufficient information to adequately 
describe the problem, support of diagnosis, data for 
differential diagnostic study, an estimate of the prog- 
nosis, and a suggested plan of treatment. Clinical 
training shall include: Electroencephalography, elec- 
tromyography, reactions of degeneration, neuro- 
ophthalmoscopy, spinal taps, cisternal puncture, en- 
cephalography, ventriculography, stellate ganglion 
blocks, angiography, myelography, and autopsy 
studies. The amount of clinical training shall be 
3,400 clock hours. Furthermore, the clinical material 
utilized must include a sampling of: Degenerative 
diseases, traumatic conditions, convulsive disorders, 
infective and toxic problems, neoplasms of the ner- 
vous system, deficiency states, cerebro-vascular prob- 
lems, and geriatric and pediatric neurology. 

Training in Neurology preferably should but need 
not necessarily precede training in Neurosurgery. 

2. For certification in Psychiatry the following 
shall be included in an acceptable training program, 
residency, or preceptorship: 

The amount of time of training shall total 3 cal- 
endar years or 6,000 clock hours and shall include: 

Psychological Subjects 


including Testing ...... 500 clock hours 
Neurology and Neurological 

500 clock hours 
Basic Science ............ 100 clock hours 


A maximum of 1,000 hours may be granted for case 
reports, 2 hours being allowed for each. A maximum 
of 500 such reports may be presented. Such reports 
may be considered if they are submitted in an ap- 
proved form and signed by the preceptor. Psycho- 
analysis to which the applicant has submitted him- 
self for treatment or for training will be credited for 
a maximum amount of 200 clock hours. The training’ 
program for certification in Psychiatry shall be pri- 
marily of a clinical nature and must be conducted 
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as actual contact with patients under supervision. 
The full range of psychiatric conditions shall include: 
Functional psychotics, neuroses of all kinds, sexual 
aberrations, organic mental conditions, geriatric psy- 
chiatry, pediatric psychiatry, marital problems, neu- 
rologic psychiatry, psychosomatics, mental deficien- 
cy, epilepsy, narcolepsy, alcoholism, psychopathic 
personalities, syphilis of the nervous system, and legal 
psychiatry. In addition, the applicant shall acquire 
familiarity with the theory of Psychiatry and the tech- 
nics of: Electro-shock treatment, physiotherapy in 
psychiatry, hydrotherapy in psychiatry, pharmacology 
in psychiatry, dietetics in psychiatry, occupational 
therapy, psychotherapy (at least an operational abil- 
ity), hypnosis and suggestion, child guidance, marital 
counseling, elementary psychological testing, and 
psychiatric examination procedure. Only work done 
in clinically oriented disciplines will be credited. The 
policy of this Board is to scrutinize critically all pre- 
ceptor training programs in psychiatry because of its 
limitations and its questionable value. Unapproved 
preceptor training programs will not be recognized 
by this Board. The minimum amount of clinical 
training shall be 3,400 clock hours. 

3. For certification in Neurology and Psychiatry 
an acceptable training program shall consist of a 
minimum of 5 years’ full-time training or a total of 
10,000 clock hours. This training shall consist of 2 
years devoted exclusively to the study of Neurology 
and 2 years devoted exclusively to the study of Psy- 
chiatry and 1 year of study which shall include mate- 
tial from both fields and the Basic Sciences. 

A holder of a certificate in Neurology or a holder 
of a certificate in Psychiatry shall be required to 
complete a minimum of 2 years’ additional training 
to qualify for a certificate in Neurology and Psychia- 
try. The required 2 years’ additional training pro- 
gram must be approved by the American Osteopathic 
Board of Neurology and Psychiatry. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable 
assistantship to or studying under the preceptorship 
of a qualified specialist in this field, supplemented 
by prescribed study conforming to a plan approved 
by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by this 
Board. It shall be this Board’s duty to assist appli- 
cants in determining a suitable program of special 
training, but it is not this Board’s function to supply 
the training. This Board will recognize as proper 
institutions for securing this training those institu- 
tions which are approved for special training by the 
approving agencies of the American Osteopathic 
Association, together with such others as this Board 
may determine to possess facilities and personnel 
adequate to provide proper training. 

(g) He must practice as a specialist in his field 


for a period of at least 2 years subsequent to the 
minimum 3 years of special training. At least 80 per 
cent of the applicant’s practice must be in the spe. 
cialty field. 

(h) Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty and the posses- 
sion of sound judgment and of a high degree of skill 
in the diagnostic and therapeutic procedures in- 
volved in the practice of the specialty. Oral, written, 
and clinical examinations shall be conducted and re- 
quired in the case of each applicant. This Board may 
conduct the oral and written examinations at the end 
of the required 3 years of special training, but shall 
not conduct the practical or clinical examination un- 
til the required 2 years of specialty practice have 
been completed. The members of this Board shall 
personally review, if not perform, the grading of 
each written examination. The conduct of the clini- 
cal examinations may be delegated to committees of 
not fewer than two individuals maturely qualified in 
the specialty. A full description of the method of 
conducting the examination shall be formulated in 
this Board’s Regulations and Requirements, and pro- 
vision for re-examination shall be made. 

Sec. 2. In the case of any applicant who was en- 
gaged in the practice of his specialty by 1939, or 
prior thereto, and who graduated prior to 1936, 
and who meets the general requirements stated in 
Section 1, (a), (b), (c), (d), and (e) above and 
has maintained appropriate activity in American Os- 
teopathic Association organizational work, specialty 
societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional lit- 
erature, or otherwise has indicated his consistent in- 
terest and competence in his specialty, the require- 
ments of Article IV, Section 1, paragraphs (f) and 
(h) may be waived, and he may be recommended 
for certification after passing an appropriate oral 
and/or clinical examination. The final date for ac- 
cepting applications under this classification shall be 
May 1, 1961. 

Sec. 3. Subject to the recommendations of the Ad- 
visory Board for Osteopathic Specialists and to the 
approval of the Board of Trustees of the American 
Osteopathic Association, the American Osteopathic 
Board of Neurology and Psychiatry may require such 


further training in each of the specialty fields com- 


ing under its jurisdiction as in its judgment such 
field may require, provided that the additional re- 
quirements for each specialty field are clearly set 


_ forth in the Regulations and Requirements of this 


Board. Additions to requirements shall not go into 
effect until 1 year subsequent to the announcement 
of such change. 
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American Osteopathic Board of 
Obstetrics and Gynecology 


Dorothy J. Marsh, Chairman, Glendale, California; Frank E. 
Gruber, Vice Chairman, Philadelphia, Pennsylvania; Homer 
R. Sprague, Lakewood, Ohio; Arthur B. Funnell, Denver, 
Colorado; Charles J. Mount, III, Burbank, California; A. J. 
Still, Flint, Michigan; Maurice C. Kropf, Orrville, Ohio; 
Kenneth A. Scott, Providence, Rhode Island; Jacquelin Bry- 
son, Secretary-Treasurer, Denver, Colorado 


DEFINITION OF SPECIALTY PRACTICE 


a. Obstetrics: The practice of obstetrics shall be de- 
fined as the diagnosis and management of all states 
presented in cases of pregnancy from the time of 
conception through the postpartum period by use of 
any or all means excepting those involving laparoto- 
my or vaginal cesarean section. 

b. Gynecology: The practice of gynecology shall 
be defined as the diagnosis and treatment of dis- 
eases peculiar to the female, and because of the 
close relationship does not exclude affections of the 
mammary gland and urinary tract in the female, but 
does exclude all major surgical procedures. 

(1) The surgical procedures included under Gyne- 
cology are: 

(a) Cervical cautery, conization, and biopsy 

(b) Endometrial biopsy 

(c) Diagnostic dilatation and curettage 

(d) Hysterosalpingographies and tubal insuffla- 
tions 

(e) Incision of superficial abscesses 

(f) Biopsy and excision of superficial tumors of 
the vulva 

(g) Female circumcision 

(h) Breast biopsies 

c. Obstetrical-Gynecological Surgery: The prac- 
tice of obstetrical-gynecological surgery shall consist 
of and include that branch of medical science, art, 
and practice which is concerned with major opera- 
tive procedures: 

(1) Within the abdomen and pelvis upon the fe- 
male generative system or structures related thereto; 

(2) Major plastic procedures upon the vaginal 
tract by manual and instrumental means; 

(3) And mammary gland. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specialization 
from the American Osteopathic Board of Obstetrics 
and Gynecology the applicant must meet all of the 
following minimum requirements: 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have beén a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
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at least 3 years prior to application for examination 
by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

e. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

f. A period of not less than 3 years of special train- 
ing related to the specialty shall be required, after 
the required 1 year of internship, or its equivalent, 
but not necessarily immediately following the intern- 
ship nor running 3 consecutive years, except that in 
the case of applicants who graduated prior to 1946, 
this Board may modify the requirement of 3 years of 
special training by allowing a credit of 1 year of 
special training for each 5 years of specialty practice 
for a total credit of not to exceed 2 years of the re- 
quirement, but in no case may such an applicant 
graduated prior to 1946 be accepted for examination 
without at least 1 year of special training as defined. 
This training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 


-and such other basic sciences as are necessary to a 


mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

A minimum of 100 clock hours shall be required 
in the basic science training programs, subdivided as 
follows: 

(a) A minimum of 10 clock hours each in the 
following subjects: Anatomy, physiology, biochem- 
istry, pathology, and pharmacology. 

(b) The remainder of the minimum required 
hours may be taken in any of the subjects mentioned 
or in other basic sciences related to the specialty. 

(ii) Active experience in diagnosis and treatment 
in such amount and diversity that it will assure 
adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by studying under the pre- 
ceptorship of a qualified specialist in this field, sup- 
plemented by prescribed study conforming to a plan 
approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the sev- 
eral types mentioned above, as determined. by this 
Board. 

It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, 
but it is not this Board’s function to supply the 
training. 

This Board will recognize as proper institutions 
for securing this training those. institutions which are 
approved for special training in Obstetrics and Gyne- 
cology and Obstetrical-Gynecological Surgery by the — 
approving agencies of the American Osteopathic As- 
sociation, together with such others as this Board 
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may determine to possess facilities and personnel 
adequate to provide proper training. 

This Board will also recognize as proper institu- 
tions for securing this training those institutions 
which are approved for special training in general or 
gynecological surgery by the approving agencies of 
the American Osteopathic Association, provided that 
the total 3-year training period includes the required 
training in Obstetrics and Gynecology and Obstetri- 
cal-Gynecological Surgery, together with such others 
as this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

g. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training as defined by this 
Board prior to being examined. 

h. Thesis: 

1. The applicant shall submit a thesis which 
shall be a report of an original investigation in the 
specialty field by the applicant or a review of the 
literature to which the applicant shall add personal 
experiences referable to the subject matter. This 
Board may accept a previously published article on 
a subject in the specialty fields covered by this 
Board. Grading of the article will be based on Eng- 
lish composition and neatness as well as upon the 
subject matter. 

2. Unacceptable Case Records and Thesis. This 
Board reserves the right to refuse for credit any case 
record or records or any thesis if, in its judgment, 
they do not conform to the standards previously 
mentioned. 

i. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
- lems involved in the specialty, his familiarity with 
the current advances in the specialty, and the pos- 
session of sound judgment and of a high degree of 
skill in the diagnostic and therapeutic procedures in- 
volved in the practice of his specialty. Oral, written, 
and clinical examinations shall be conducted and re- 
quired in the case of each applicant. The members 
of this Board shall personally review, if not perform, 
the grading of each written examination. The con- 
duct of the clinical examinations may be delegated 
to committees of not fewer than two individuals ma- 
turely qualified in the specialty. 

j. Modification of requirements: 

In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior thereto, 
and who graduated prior to 1936, and who meets 
the general requirements stated in Article IV, Sec- 
tion 1, (a), (b), (c), (d), and (e) of the Bylaws of 
this Board, and has maintained appropriate activity 
in American Osteopathic Association organizational 
work, specialty societies, hospital staff work, the pur- 
suit of periodic postgraduate work, contributions to 
professional literature, or otherwise has indicated his 
consistent interest and competence in his specialty 
field, the requirements of Article IV, Section 1, 
paragraphs (f) and (h) of the Bylaws of this Board 
may be waived and he may be recommended for 
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certification after passing an appropriate oral and/or 
clinical examination. The final date for accepting 
applications under this classification shall be May ], 
1961. 


REQUIREMENTS FOR CERTIFICATION IN 
OBSTETRICS AND GYNECOLOGY 


1. Percentage of practice in the field covered by this 
specialty shall be not less than 60 per cent. The ap. 
plicant must supply a notarized affidavit of the fore- 
going. 

2. The applicant shall furnish an affidavit of hay- 
ing been first assistant to a qualified specialist in the 
management of not less than 50 pathological pelvic 
deliveries as encountered during his assistantship, 
and 200 cases of a gynecological nature. 

3. The applicant must show notarized documented 
evidence of handling, on his own responsibility, not 
less than 25 pathological pelvic deliveries and such 
other nonpathological deliveries as were encountered 
in the practice of the specialty. 

4, The applicant must show notarized documented 
evidence of handling, as a responsible physician, 100 
gynecological cases in which he shall have (a) made 
a complete examination, including laboratory studies; 
(b) determined a diagnosis; (c) recommended a 
gynecological or obstetrical-gynecological surgical 
treatment; (d) observed or participated in a surgical 
correction of a pathology found, or performed the 
gynecological or obstetrical-gynecological surgical 
treatment; and (e) followed the patient through her 
convalescence to recovery. A reasonable proportion 
of obstetrical-gynecological surgical and gynecologi- 
cal cases shall be included. 

5. The applicant shall send to the Secretary-Treas- 
urer of this Board authentic copies of 15 pathological 
obstetrical case records, and 10 complicated gyneco- 
logical case records. The applicant must file an aff- 
davit certifying that the records are exact copies of 
authentic records in his files, and that he personally 
cared for the cases presented. All records must be 
presented in printed form. The obstetrical case rec- 
ords must include a history, physical examination, 
routine and special laboratory examinations, ante- 
partum, labor, delivery, and postpartum progress 
records of sufficient quality to clearly reflect the de- 
tailed management of the case to the time of dis- 
missal. The gynecological case records shall include 
history, physical examination, routine and special 
laboratory examinations, diagnosis, detailed treat- 
ment notes, progress notes, and case summary. 


REQUIREMENTS FOR CERTIFICATION 
IN OBSTETRICAL-GYNECOLOGICAL SURGERY 


1. Percentage of practice by the applicant in the 


‘Obstetrical-Gynecological Surgical phases shall not 


be less than 75 per cent. The applicant must supply a 
notarized affidavit of the foregoing. 

2. The applicant shall furnish an affidavit of hav- 
ing been first assistant to a qualified specialist in the 
management of not less than 50 pathological pelvic 
deliveries and such other nonpathological deliveries 
as were encountered during his assistantship. 
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3. The applicant must show notarized documental 
evidence of handling on his own responsibility not 
less than 25 pathological pelvic deliveries and such 
other nonpathological deliveries as were encountered 
in the practice of the specialty. 

4, He shall have assisted in the performance of 
not less than 400 major surgical operations, 200 of 
which must be of a major obstetrical-gynecological 
nature. Not more than 25 per cent of any one surgi- 
cal procedure shall be permitted for accreditation 
towards the required number of operative assistant- 
ships. 

e He shall have performed a minimum of 200 
major surgical operations in which he was the re- 
sponsible surgeon, 100 of which must be of a major 
obstetrical-gynecological nature. Not more than 25 
per cent of any one surgical procedure shall be per- 
mitted for accreditation towards the required num- 
ber of operative procedures performed on his own 


_ responsibility. 


6. The applicant shall send to the Secretary-Treas- 
urer of this Board authentic copies of 25 case records 
of major obstetrical-gynecological surgical proce- 
dures. The applicant must file an affidavit certifying 
that the records are exact copies of authentic records 
in his files and that he personally cared for the cases 
presented. All records must be presented in printed 
form. The case records must include a history, physi- 
cal examination, all preoperative diagnostic proce- 
dures, operating technique, surgical findings, prog- 
ress notes, pathologic reports, and case summary up 
to the date of discharge from his care. 

7. These records become the property of this 
Board and shall be placed on file with the Secretary- 
Treasurer of this Board for a minimum of 3 years. 

8. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this 
Board. 


American Osteopathic Board 
of Ophthalmology and 
Otorhinolaryngology 


Clarence M. Mayberry, Chairman, East Liverpool, Ohio; C. L. 
Attebery, Vice Chairman, Kirksville, Missouri; J. Ernest 
Leuzinger, Philadelphia, Pennsylvania; Ward G. DeWitt. 
Long Beach, California; Richard J. Murphy, Detroit, Michi- 
gan; Ralph S. Licklider, Secretary-Treasurer, Columbus, Ohio; 
Clifford C. Foster, Executive Secretary, Lakewood, Ohio 


DEFINITION OF SPECIALTY PRACTICE 


Sec. 1. For the purpose of the operation of this 
Board, the following divisions .of practice are de- 
fined: 

(a) The practice of ophthalmology shall consist of 
the diagnosis and treatment of the disorders and dis- 
eases of the eye and its adnexa, including refraction. 

(b) The practice of otorhinolaryngology shall in- 
clude the diagnosis and treatment of disorders and 
diseases of the ear, nose, and throat. It may include 
such other specialties as have a definite relationship 
to otorhinolaryngology. 
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(c) The practice of orofacial plastic surgery shall 
include the diagnosis, medical and surgical treatment 
and repair of developmental, congenital and acquired 
deformities of the mouth and face, to include the en- 
tire area of the head and neck. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Ophthalmology 
and Otorhinolaryngology will accept for examination 
for certification only osteopathic physicians who are 
specializing in one of the specialties coming under 
the jurisdiction of this Board, although the propor- 
tion of specialization in practice which is acceptable 
by this Board may vary according to the size of the 
community, and the conditions under which the ap- 
plicant practices. The applicant must be engaged 
in the practice of ophthalmology and/or otorhino- 
laryngology, orofacial plastic surgery, or one of the 
specialties coming under the jurisdiction of this 
Board, and he must present evidence satisfactory to 
the Board that he is so practicing. It shall be the 
policy of this Board to require the Credentials Com- 
mittee to carefully scrutinize the scope of specialty 
practice represented in each applicant’s report, un- 
less an applicant presents evidence that the scope 
of his specialty practice is sufficiently varied and of 
a major character. 

Each applicant for examination for certification 
in ophthalmology and/or otorhinolaryngology, oro- 
tacial plastic surgery, or in any of the specialty fields 
coming under the jurisdiction of the American Osteo- 
pathic Board of Ophthalmology and Otorhinolaryng- 
ology must present evidence that he has met the 
following minimum requirements: 

1. He must be a graduate of an approved osteo- 
pathic college for at least 7 years prior to considera- 
tion of his application by this Board. 

2. He must have been a member in good stand- 
ing of the American Osteopathic Association and of 
his state or divisional society for a continuous period 
of at least 3 years immediately prior to application 
for examination by this Board; and, if successful in 
passing his examination, he shall remain a member 
in good standing of the American Osteopathic Asso- 
ciation and in his state or divisional society. 

3. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

4. He must be and, if certified, continue to be, 
favorably known and recognized in his community 
and by his clientele, as an osteopathic physician who 
is specializing in the practice of ophthalmology 
and/or otorhinolaryngology, orofacial plastic sur- 
gery, or a specialty coming under the jurisdiction of 
this Board, and must publicize his affiliations only in 
an ethical manner. 

5. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to the American Osteopathic 
Board of Ophthalmology and Otorhinolaryngology. | 
If the applicant graduated in 1942 or prior thereto, 
he must furnish evidence of training of equal value 
satisfactory to the American Osteopathic Board of 
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Ophthalmology and Otorhinolaryngology, in lieu of 
a recognized internship. The intern year of 9 months, 
as prescribed by the Selective Service Board during 
World War II, shall be acceptable as fulfilling this 
requirement. 

6. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

7. He must provide notarized documentary evi- 
dence of a minimum of 3 years of special training 
and practice of ophthalmology and/or otorhino- 
laryngology, or of orofacial plastic survery, after the 
required 1 year of internship, or its equivalent, but 
not necessarily immediately following the internship, 
nor running 3 consecutive years. In the case of ap- 
plicants who graduated prior to 1946, this Board may 
modify the requirements of 3 years’ special training 
by allowing a credit of 1 year of special training for 
each 5 years of specialty practice for a total not to 
exceed 2 years of the requirement, but in no case 
may such applicant be accepted for examination 
without at least 1 year of special training from one 
or more of the categories listed in the following 
paragraph. 

8. Applicants graduating after 1946 must meet 
the training requirements under one of the follow- 
ing categories. 

a. The training may consist of a 3-year full-time 
residency. The residency to be served in a hospital 
recognized by this Board and the Bureau of Hospi- 
tals of the American Osteopathic Association, fol- 
lowed by 2 years of a successful specialty practice. 

b. The training may consist of 3 years as a full- 
time trainee under a certified specialist approved by 
this Board, as a preceptor, in both hospital and office 
practice, followed by 2 years of successful specialty 
practice. 

c. The training may consist of 5 years as a part- 
time trainee under a certified specialist approved by 
this Board as a preceptor, during which time he will 
have assisted in at least 300 major surgical operations 
and shall have devoted at least 50 per cent of his 
time to the training program, followed by at least 2 
years of successful specialty practice. 

d. The training may consist of an acceptable hos- 
pital residency in the specialty of not less than 2 
years’ time, followed by 2 years’ as a part-time 
trainee to a certified specialist approved by this 
Board as a preceptor, and 2 years of successful spe- 
cialty practice. 

9. He must provide notarized documentary evi- 
dence that he has performed 100 major surgical 
operations, in which he was the responsible surgeon. 

10. He must present evidence that he has had ad- 
vanced study in the sciences: Anatomy, physiology, 
biochemistry, pathology, pharmacology, and such 
other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, 
diagnosis, therapy, and management of the disorders 
involved in the specialty. 

1l. He must present detailed case reports accept- 
able to the American Osteopathic Board of Oph- 
thalmology and Otorhinolaryngology of twenty-five 
major procedures in which he was the responsible 


578 


surgeon and handled by him within the past 5 years, 
These records shall include history, physical exam. 
ination, routine laboratory work, special laboratory 
work, preoperative diagnosis, detailed findings, de- 
tailed operative procedure, postoperative diagnosis, 
the progress notes, gross and histological description, 
and diagnosis of excised tissue and a case summary, 

Two letters of endorsement are required, also a 
notarized statement of specialty practice by the hos- 
pital administrator, plus the following documents 
in photostatic copies; these must be included with 
either the case reports or at the time the applicant 
torwards his application for examination: 

Photostats of: 

1. College diploma 

2. Certificate of internship 

3. Certificate of residency/trainee 
Certificate or notarized evidence 

4. Certificates of basic sciences or 
notarized evidence 

12. An applicant who graduated in 1936, or prior 
thereto, and who was engaged in the practice of his 
specialty by 1939 or prior thereto, and who during 
the 10 years immediately preceding his application 
for certification, has been recognized by the profes- 
sion in his community as a specialist in the field of 
ophthalmology and/or otorhinolaryngology or oro- 
facial plastic surgery, and who meets the general re- 
quirements as to association membership, licensure, 
ethical standing, etc., and who has maintained ap- 
propriate activity in the American Osteopathic As- 
sociation organizational work, specialty group ac- 
tivity, hospital staff work, the pursuit of periodic 
postgraduate study, contributions to the professional 
literature, etc., or otherwise indicated a consistent 
interest and competence in his specialty field; if, in 
the opinion of the Credentials Committee, the appli- 
cant has been so regarded, the American Osteopathic 
Board of Ophthalmology and Otorhinolaryngology 
may waive the written portion of the examination, 
and recommend the applicant to the Advisory Board 
for Osteopathic Specialists for certification by the 
American Osteopathic Association, after the appli- 
cant has successfully passed an appropriate oral 
and/or clinical examination. Applicants under the 
above classification (#12) are required to submit 
25 case reports as stated in paragraph #11 of this 
document. The final date for accepting applications 
under this classification will be May 1, 1961. 

All applicants except those otherwise provided for 
in the above paragraph must successfully pass all 
examinations set forth in these regulations. 

As a primary prerequisite for certification in a 
specialty under the jurisdiction of this Board, the 
applicant must show evidence of a well-developed 
understanding of the osteopathic principles and a 


' demonstrated ability to apply these principles. 


Note: Undocumented and informal education will 
be discontinued as a source of certification after 
July, 1961. 

A thesis of 2,000 words will be a further require- 
ment for Certification beginning in 1960, the subject 
of the applicant’s choice or assigned by the Exam- 
ining Board. 
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American Osteopathic Board 
of Pathology 


Norman W. Arends, Chairman, Huntington Woods, Michigan; 
W. Harriet Davis, Vice Chairman, Burbank, California; Boyd 
B. Button, Portland, Maine; Dorsey A. Hoskins, Kansas City, 
Missouri; George E. Himes, Flint, Michigan; O. Edwin Owen, 
Secretary-Treasurer, Philadelphia, Pennsylvania 


DEFINITION OF SPECIALTY PRACTICE 


Sec. 1. For the purpose of the operation of this 
Board the following divisions of practice are de- 
fined: 

(a) The practice of clinical pathology shall con- 
sist of and include all phases of general clinical lab- 
oratory work, hematology, bacteriology, mycology, 
parasitology, serology, toxicology, and applied bio- 
chemistry. 

(b) The practice of anatomic pathology shall con- 
sist of and include all aspects of histopathology, sur- 
gical pathology, autopsy surgery, and their teaching. 

(c) The practice of pathology shall consist of and 
include surgical pathology, autopsy surgery, histopa- 
thology and clinical pathology. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for examination for certification in 
clinical pathology or pathology, or any specialty 
coming under the jurisdiction of the American Osteo- 
pathic Board of Pathology, must present evidence 
that he has met the following minimum require- 
ments. 

a. Educational qualifications 

1) An applicant must be a graduate of an osteo- 
pathic college approved by the American Osteo- 
pathic Association. 

2) Internship 

a) One year of internship, preferably a rotating 
internship, in a hospital approved for intern training 
by the American Osteopathic Association, or under 
exceptional circumstances other equivalent institu- 
tional training for a period of 1 year satisfactory to 
this Board. 

b) An internship of 9 months shall constitute a 
recognized full internship if served during World 
War II as prescribed by the Selective Service Board 
and when such internships were recognized by the 
American Osteopathic Association as full internships. 

c) If graduated in 1942 or prior thereto, the 
applicant must have had experience and/or training 
equivalent to that of an acceptable internship, as 
determined by this Board. 

3) Special training 
a) Pathology 
A period of not less than 3 years of special train- 
ing is required, after the required 1 year of internship 
or its equivalent as defined above (a, 2), but not nec- 
essarily immediately. following the internship nor 
running 3 consecutive years. 
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b) Clinical pathology 
A period of not less than 3 years of special train- 
ing is required, after the required 1 year of intern- 
ship or its equivalent as defined above (a, 2), but not 
necessarily immediately following the internship nor 
running 3 consecutive years. 
c) Institutions approved for special training 

(1) This Board shall accept special training in 
pathology or clinical pathology in institutions which 
meet the Board’s requirements and are approved for 
the specific special training by the approving agen- 
cies of the American Osteopathic Association. 

(2) This Board requires that the laboratory 
be. under the personal direction of a specialist in 
pathology (or for clinical pathology, a specialist in 
clinical pathology) recognized by this Board as 
capable of proper and thorough teaching of the 
trainee. He need not be certified but certification 
in the specialty is preferable. 

(3) The laboratory, to be satisfactory, must 
have an annual minimal volume as follows: 

2,000 determinations in hematology; 

1,000 determinations in blood chemistry; 

1,500 determinations in bacteriology, mycology, 
parasitology, and serology; 

2,000 determinations in urinanalyses, basal metab- 
olism tests, electrocardiographs, gastric analyses, 
etc., and general miscellaneous laboratory work. 

In addition, for pathology, the following minimal 
volume is required: 

1,000 surgical-case tissues; 

Postmortem examination of 35 per cent of the 
deaths in the hospital. A postmortem examination 
constitutes at least a thorough examination of the 
trunk in selected cases, additional explorations of 
the head, extremities, spinal cord, etc. 

(4) The laboratory must have an adequate li- 
brary in the specialty and in related sciences and 
fields of practice available to the trainee. 

(5) The approval of the laboratory is on an 
annual basis. 

(6) If a laboratory loses its status of approval, 
a trainee in that laboratory shall be given credit for 
the time spent in special training only during its 
period of approval. 

d) Programs of special training 

(1) The special training program must meet 
the minimum requirements established by the 
American Osteopathic Board of Pathology. 

(2) The special training program must be ap- 
proved by the Committee on Hospitals if the trainee 
is classified as serving a residency. 

(3) The special training program must be ap- 
proved by the Committee on Accreditation of Post- 
graduate Training of the Bureau of Professional 
Education if it is other than a residency. This pro- 
gram may be: 

i) Fellowships: a graduate training program 
of a recognized college of osteopathy; 

ii) Preceptorships: training programs of a 


‘qualified individual; 


iii) Miscellaneous: other recognized postgrad- | 
uate courses given by clinics, colleges, etc. 
(4) Residency training, fellowship training, 
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etc., may not be carried out simultaneously in the 
same laboratory. 

(5) The program must meet the requirements 
to thoroughly train the individual in clinical path- 
ology and/or pathology in all of the branches as 
defined in 1, a), b), above. 

(6) This Board requires the following mini- 
mum requirements for approval of a program: 

(a) Pathology. This special training shall in- 
clude: 

1. One year’s clinical pathology training sub- 
divided as follows: 

i) 3 months’ hematology service; 

ii) 3 months’ blood chemistry service; 

iii) 3 months’ bacteriology, mycology, para- 
sitology, and serology service; 

iv) 3 months’ urinanalyses and miscellaneous 
tests and general laboratory work service. 

2. Two years’ tissue pathology and autopsy 
surgery. 

(b) Clinical pathology. This special training 
shall include: 

1. One year’s service embracing the four di- 
visions as stated above in (6), (a), 1; 

2. Two years in the laboratory. 

(c) A year is defined as 50 weeks of a mini- 
mum of 40 hours per week. 

(d) Attendance at periodic clinicopathologic 
seminars and/or submission of original theses, the 
number and character to be determined by the 
trainer. 

e) Status of the trainee 

(1) A resident training program comes under 
the jurisdiction of the Bureau of Hospitals of the 
American Osteopathic Association. It is defined as 
a full-time training period appropriate to the spe- 
cialty and of not less than 1 year’s duration spent 
in an approved osteopathic hospital. 

(2) Fellowship training programs come under 
the jurisdiction of the Committee on Accreditation 
of Postgraduate Training of the Bureau of Profes- 
sional Education. 

(3) An individual may train as a resident or 
as a Fellow as long as the requirements of the spe- 
cial training program are fulfilled in an institution 
approved for the special training. Furthermore, a 
combination of both types may be served if desired 
or necessary to secure adequate training and may 
be served in more than one approved laboratory and 
under more than one qualified specialist. 

(4) The trainee must register with this Board 
within 30 days from the time he begins the special 
training in his specialty. Forms for registration are 
available from the Secretary-Treasurer of this Board. 

f) Modification of requirements 

The requirements of Article IV, Section 1, f) and 
h) of the Bylaws may be waived and the applicant 
recommended for certification after passing an ap- 
propriate oral and/or clinical examination, if the 
applicant was engaged in the practice of his spe- 
cialty by 1939, or prior thereto, and who graduated 
prior to 1936, and who meets the general require- 
ments as follows: 

(1) He must be a graduate of an approved 
osteopathic college. 
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(2) He must be licensed to practice in the 
state or territory where he conducts his specialty 
practice. 

(3) He must have been a member in good 
standing of the American Osteopathic Association 
and of his state or divisional society for a continuous 
period of at least 3 years immediately prior to ap- 
plication for examination. 

(4) He must have satisfactorily completed an 
internship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic As- 
sociation or satisfactory to this Board. If graduated 
in 1942 or prior thereto, the applicant must have 
had training of value equivalent to that of an ac- 
ceptable internship as determined by this Board. 

(5) He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics 
of the American Osteopathic Association. 

(6) He must have maintained appropriate ac- 
tivity in American Osteopathic Association organiza- 
tional work, specialty societies, hospital staff work, 
the pursuit of periodic postgraduate work, contribu- 
tions to professional literature or otherwise have 
indicated his consistent interest and competence in 
his specialty. 

The final date for accepting applications under 
this classification shall be May 1, 1961. 

g) Modification of requirements by previous 
commitments by this Board 

In the case of applicants to whom this Board has 
made definite commitments that a particular pro- 
gram which commenced prior to December 15, 1946, 
would meet the requirements for admission to ex- 
amination for certification, the Board may waive 
such requirements of Article IV, Section 1, para- 
graphs d), f), and g) of the Bylaws as would prevent 
the admission of such applicants to examination. 
The requirements of the Bylaws in force at the time 
the commitments were made shall apply. 

h) Modification of requirements for those who 
have engaged in specialty practice of pathology or 
clinical pathology. 

If the applicant graduated prior to 1946, this Board 
may modify the specific requirement of special train- 
ing by allowing a credit of 1 year of special training 
for each 5 years of specialty practice for total credit 
of not to exceed 2 years of the requirement. In no 
case may such applicant be accepted for examination 
without at least 1 year of special training as defined. 

b. Years of specialty practice. In addition to com- 
pleting the required special training, the applicant 
shall have engaged in specialty practice in his field 
for not less than 2 years before admission to the ex- 
amination. Specialty practice is defined as a mini- 
mum of 90 per cent of the time occupied in profes- 
sional practice in the specialty, which may include 


_ active svecialty practice, teaching of pathology, or 


administration of a department of pathology or re- 
search. An affidavit in regard to the above may be 
required by the Credentials Committee of this Board 
in evaluating the applicant’s application. 

c. Membership requirements. The applicant must 
have been a member in good standing of the Ameri- 
can Osteopathic Association and of his state or divi- 
sional society for a continuous period of at least 3 


years immediately prior to application for examima- 
tion by this Board. 

d. Licensure requirement. He must be licensed 
to practice in the state or territory where he conducts 
his specialty practice. 

e. Code of Ethics requirement. He must be able 
to show evidence of conformity to the standards set 
in the Code of Ethics of the American Osteopathic 
Association. 

f, Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, and his familiarity 
with the current advances in the specialty, and the 
possession of sound judgment and of a high degree 
of skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted and 
required in the case of each applicant. This Board 
may conduct the oral and written examinations at 
the end of the required 3 years of special training, 
but shall not conduct the practical or clinical ex- 
amination until the required 2 years of specialty 
practice have been completed. The members of this 
Board shall personally review, if not perform, the 
grading of each written examination. The conduct 
of the clinical examinations may be delegated to 
committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description 
of the method of conducting the examinations shall 
be formulated in this Board’s Regulations and Re- 
quirements, and provision for re-examination shall 


be made. 


American Osteopathic Board 
of Pediatrics 


William S. Spaeth, Chairman, Drexel Hill, Pennsylvania; 
Patrick D. Philben, Vice Chairman, Dallas Texas; Nelson D. 
King, Kirksville, Missouri; Thomas F. Santucci, Philadelphia, 
Pennsylvania; Betsy B. MacCracken, Secretary-Treasurer, Los 
Angeles, California 


DEFINITION OF SPECIALTY PRACTICE 
The practice of pediatrics shall consist of and include 


the utilization of all of those procedures necessary to 
the study and the management of the care of infants 


and children, as well as the prevention, diagnosis, : 


and treatment of the diseases of infants and children 
from birth up to the average age of sexual maturity. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for certification under the jurisdiction 
of this Board shall present evidence that he has met 
the following minimum requirements: 

1. He shall have been graduated from an approved 
osteopathic college at least 6 years prior to consid- 
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eration of his application by the American Osteo- 
pathic Board of Pediatrics. 

2. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

3. He must have been.a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years immediately prior to making applica- 
tion for examination by this Board. 

4. He shall be, and if certified continue to be, fa- 
vorably known and recognized in his community and 
by his clientele as an osteopathic physician who is 
specializing in the practice of pediatrics and shall 
publicize his osteopathic affiliation in an ethical 
manner. 

5. He must be able to show evidence of conform- 
ance to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

6. He shall have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or other equivalent institutional training satis- 
factory to this Board. If the applicant was graduated 
in 1942 or prior thereto, he must have had training 
of value equivalent to that of an acceptable intern- 
ship as determined by this Board. 

7. He shall provide notarized documentary evi- 
dence of at least 3 years of special training related to 
the specialty after the required 1 year of internship 
or its equivalent, but not necessarily immediately fol- 
lowing the internship nor running 3 consecutive 
years. In the case of applicants graduated prior to 
1946, the Board may modify the requirements of 3 
years of special training by allowing a credit of 1 
year of special training for each 5 years of specialty 
practice for a total credit not to exceed 2 years of 
the requirement. In no case may such applicant 
graduated prior to 1946 be accepted for examination 
without at least 1 year of special training as defined. 
This training shall include: 

(a) Advanced studies in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
bacteriology, immunology, parasitology, and such 
other basic sciences as are necessary to a mature and 
comprehensive understanding of the prevention, di- 
agnosis, therapy, and management of the disorders 
involved in the specialty. 

(b) Active experience in such amount and diver- 
sity in the practice of this specialty that it will as- 
sure adequate training in the specialty. The special 
training may be provided in colleges, laboratories, 
clinics, hospitals, or other facilities satisfactory to 
this Board, or by studying under the preceptorship 
of a qualified specialist in this field, supplemented by 
prescribed study conforming to a plan approved by 
this Board. The minimum 3-year period of special 
training may be made up of varying combinations of 


’ the several types mentioned above as determined by 


this Board. It shall be this Board’s duty to assist ap- 
plicants in determining a suitable program of special 
training, but it is not this Board’s function to supply 
the training. This Board will recognize as proper in- 
stitutions for securing the special training those insti- 
tutions which are approved by the approving agen- 
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cies of the American Osteopathic Association together 
with such others as this Board may determine to 
possess facilities and personnel adequate to provide 
proper training. 

8. Subsequent to completing the required special 
training, the applicant shall have engaged in special- 
ty practice for not less than 2 years before admission 
to examination. To be considered as engaging in a 
specialty practice, the applicant shall devote 60 per 
cent or more of his time to the practice of pediatrics. 

9. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in this specialty, his familiarity with 
the current advances in the specialty field, and the 
possession of sound judgment and of a high degree 
of skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted and 
required in the case of each applicant. 

10. In the case of any applicant who was engaged 
in the practice of his specialty by 1939 or prior 
thereto and who graduated prior to 1936, and who 
meets the general requirements as stated in Article 
IV, Section 1, (a), (b), (c), (d), and (e) of the 
Bylaws, and has maintained appropriate activity in 
American Osteopathic Association organizational 
work, specialty societies, hospital staff work, the pur- 
suit of periodic postgraduate work, contributions to 
professional literature, or otherwise has indicated his 
consistent interest and competence in his specialty, 
the requirements of Article IV, Section 1, (f) and 
(h) of the Bylaws may be waived, and he may be 
recommended for certification after passing an ap- 
propriate oral and/or clinical examination. The final 
date for accepting applications under this classifica- 
tion shall be May 1, 1961. 

11. Each applicant for certification coming within 
the jurisdiction of this Board shall prepare and sub- 
mit for publication at least three articles on pedi- 
atrics during the 3 years of special training and one 
article in each of the 2 years of specialty practice 
and shall forward copies of these articles to the Sec- 
retary-Treasurer of the American Osteopathic Board 
of Pediatrics. 


American Osteopathic Board of 
Physical Medicine and Rehabilitation 


Wallace M. Pearson, Chairman, Kirksville, Missouri; Harvey 
S. Taylor, Vice Chairman, Los Angeles, California; Robert C. 
Ruenitz, Secretary-Treasurer, Los Angeles, California 


DEFINITION OF SPECIALTY PRACTICE 
The practice of physical medicine and rehabilitation 
shall consist of and include the use of all medical 


measures, especially those in the physical field, which 
! 
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will hasten the recovery and restoration of the ill or 
handicapped to the fullest physical, mental, social, 
vocational, and economic usefulness of which he or 
she is capable. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specialization 
from this Board, the applicant must meet all of the 
following minimum requirements, excepting as pro- 
vided in Article IV, Section 2 of the Bylaws of this 
Board: 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years prior to application for examination 
by this Board. : 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

e. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. 

f. Percentage of practice in the field covered by 
this specialty shall not be less than 60 per cent. An 
affidavit of proof of practice may be required by this 
Board from the applicant. 

g. Number of case records 

1. The applicant must present evidence of han- 
dling on his own responsibility not less than 200 
cases applicable to this specialty. This evidence 
must include: history, structural examinations, gen- 
eral physical examination, record of special muscle 
and nerve testings where applicable, treatment pre- 
scribed, and progress notes of the case, including 
termination of treatment or at the latest date patient 
was observed. 

2. Documentary evidence of the above may be re- 
quested by this Board. 

3. These records become the property of this Board 
and shall be placed on file with the Secretary-Treas- 
urer for a minimum of 3 years. 

h. Thesis 

1. The applicant shall submit reprints or copies 
of representative articles which have been published 
or have been prepared for publication. The thesis, a 
monograph, shall be an original investigation in the 


‘specialty field as conducted by the applicant or a 


review of the literature to which the applicant shall 
add personal experiences referable to the subject 
matter. 

2. This Board shall submit to the applicant three 
titles as suggestions for the monograph. If these are 
not acceptable to the applicant, the applicant may 
submit a title of his choice to the Board for approval. 

3. The title of the thesis must be approved by this 


or 
I, 


Board and the title shall be recorded in the office of 
the Secretary-Treasurer. 

4, The form of the thesis shall follow a stylebook 
of the applicant’s choosing. The author and title of 
the stylebook shall be included in the bibliography. 

5. Sufficient copies shall be submitted to the Sec- 
retary-Treasurer of this Board to permit distribution 
of the thesis to the members of the Examination 
Committee. 

i. Training 

A period of not less than 3 years of special training 
related to the specialty shall be required, after the 
required 1 year of internship or its equivalent, but 
need not immediately follow the internship, nor run 
3 years consecutively. In the case of applicants who 
graduated prior to 1946, this Board may modify the 
requirements of 3 years’ special training by allowing 
a credit of 1 year of special training for each 5 years 
of specialty practice for a total credit of not to ex- 
ceed 2 years of the requirement, but in no case may 
such an applicant graduated prior to 1946 be accept- 
ed for examination without at least 1 year of special 
training. 

This training shall include: 

1. Advanced study in the sciences: Anatomy, 
physics, physiology, biochemistry, pathology, phar- 
macology, and such other basic sciences as may be 
required by this Board. 

2. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

3. The clinical aspects of physical medicine: 

a. Thermotherapy. Clinical applications of heat 
and cold, both local and general. 

b. Hydrotherapy. Methods of employing hy- 
drotherapeutic devices and procedures. 

c. Electrotherapy. Clinical, diagnostic, and ther- 
apeutic uses of the constant current, interrupted 
current, sinusoidal current, and high frequency cur- 
rent. 

d. Radiation therapy. Diagnostic and therapeu- 
tic uses of ultra-violet and infra-red radiation. 
(Therapeutic applications of roentgen rays and 
atomic radiation are not included in the field of 
physical medicine and rehabilitation. ) 

e. Kinesitherapy. Clinical uses in diagnosis and 
treatment by exercise. 


f. Occupational therapy. Indications for and 


clinical applications of the various types. 

g. Rehabilitation. The diagnostic and _ thera- 
peutic use of convalescent reconditioning and re- 
habilitation of the seriously disabled person. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by studying under the pre- 
ceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a 
plan approved by this Board. 
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The minimum 3-year period of special training 
may be made up of varying combinations of several 
types mentioned above, as determined by this Board. 

It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, 
but it is not this Board’s function to supply the 
training. 

This Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training by the approving agen- 
cies of the American Osteopathic Association, and 
such others as this Board may determine to possess 
facilities and personnel adequate to provide proper 
training. 

j. Modification of Requirements. In the case of 
any applicant who was engaged in the practice of 
his specialty by 1939 or prior thereto, and who grad- 
uated prior to 1936, and who meets the general re- 
quirements stated in Article IV, Section 1, (a), (b), 
(c), (d), and (e) of the Bylaws of this Board, and 
has maintained appropriate activity in American Os- 
teopathic Association organizational work, specialty 
societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional lit- 
erature or otherwise has indicated his consistent in- 
terest and competence in his specialty field, the re- 
quirements of Article IV, Section 1, paragraphs (f) 
and (h) of the Bylaws of this Board may be waived 
and he may be recommended for certification after 
passing an appropriate oral and/or clinical examina- 
tion. The final date for accepting applications under 
this classification shall be May 1, 1961. 

k. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty, and the pos- 
session of sound judgment and of a high degree of 
skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted and 
required in the case of each applicant. This Board 
may conduct the oral and written examinations at the 
end of the required 3 years of special training, but 
shall not conduct the practical or clinical examina- 
tion until the required 2 years of specialty practice 
have been completed. The members of this Board 
shall personally review, if not perform, the grading 
of each written examination. The conduct of the 
clinical examinations may be delegated to commit- 
tees of not fewer than two individuals maturely 
qualified in the specialty. A full description of the 
method of conducting the examination shall be for- 
mulated in this Board’s Regulations and Require- 
ments, and provision for re-examination shall be 


made. 
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American Osteopathic Board 
of Proctology 


George R. Norton, Chairman, Fort Lauderdale, Florida; Lester 
I. Tavel, Vice Chairman, Houston, Texas; Arden M. Price, 
Kansas City, Missouri; Thomas B. Powell, Larned, Kansas; 
Carlton M. Noll, Secretary-Treasurer, Blissfield, Michigan 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of clarification the following division 
of specialty practice is defined: 

a. The practice of proctology shall consist of and 
include the treatment of diseases and conditions orig- 
inating within or affecting the anus, rectum, perianal 
and perirectal areas, and related or complicating con- 
ditions not including the use of major surgery. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specialization 
from the American Osteopathic Board of Proctology, 
the applicant must meet all of the following mini- 
mum requirements except as provided in Article IV, 
Section 2, of the Bylaws of the American Osteopathic 
Board of Proctology. 

a. He must have been graduated from an approved 
osteopathic college at least 5 years prior to appli- 
cation. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years immediately prior to application for 
examination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or other equivalent institutional training satisfac- 
tory to this Board. If graduated in 1942 or prior 
thereto, the applicant must have had training of 
value equivalent to that of an acceptable internship 
as determined by this Board. 

e. He shall be, and if certified continue to be, fa- 
vorably known and recognized in his community and 
by his clientele as an osteopathic physician who is 
specializing in the practice of proctology and shall 
publicize his osteopathic affiliation in an ethical 
manner. 

f. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

g. A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiva- 
lent, but not necessarily immediately following the 
internship nor running 3 consecutive years except 
that in the case of applicants who graduated prior to 
1946, the Board may allow the requirement of 3 years 
of special training by allowing a credit of 1 year of 
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special training for each 5 years of specialty practice 
for a total credit of not to exceed 2 years of the re- 
quirement but in no case may an applicant graduated 
prior to 1946 be accepted for examination without at 
least 1 year of special training as defined. This train- 
ing shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

The minimum requirement in the basic sciences 
shall be 100 clock hours subdivided as follows: 

Anatomy 10 hours; physiology 10 hours; biochem- 
istry 10 hours; pathology 10 hours; pharmacology 10 
hours; bacteriology and parasitology 10 hours. 

The balance of 40 hours shall include such other 
basic sciences as this Board may require from time 
to time. 

(ii) Active experience in diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

h. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. 

i. Training Requirements. (1) Active experience 
in the diagnosis and treatment in such amount and 
diversity that it will assure adequate training in the 
specialty. The special training may be provided in 
colleges, laboratories, clinics, hospitals, or other fa- 
cilities satisfactory to this Board, or by studying un- 
der the preceptorship of a qualified specialist in this 
field supplemented by prescribed study conforming 
to a plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of several 
types mentioned above, as determined by this Board. 
It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, 
but it is not this Board’s function to supply the train- 
ing. This Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training by the approving agen- 
cies of the American Osteopathic Association to- 
gether with such others as this Board may determine 
to possess facilities and personnel adequate to pro- 
vide proper training. 

j. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with the 
current advances in the specialty, and the possession 
of sound judgment and a high degree of skill in the 
diagnostic and therapeutic procedures involved in 
the practice of the specialty. Oral, written, and clin- 
ical examinations shall be conducted and required 
in the case of each applicant. This Board of specialty 
certification may conduct its oral and written ex- 
aminations at the end of the required 3 years of spe- 
cial training, but shall not conduct the practical or 
clinical examination until the required 2 years of 


specialty practice have been completed. The mem- 
bers of this Board shall personally review, if not per- 
form, the grading of each written examination. The 
conduct of the clinical examinations may be delegat- 
ed to committees of not fewer than two individuals 
maturely qualified in the specialty. 

k. In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior thereto, 
and who graduated prior to 1936, and who meets the 
general requirements stated in Section 1, (a), (b), 
(c), (d), and (e) of the Bylaws of this Board, and 
has maintained appropriate activity in American Os- 
teopathic Association organizational work, specialty 
societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional lit- 
erature, or otherwise has indicated his consistent in- 
terest and competence in his specialty, the require- 
ments of Article IV, paragraphs (f) and (h) of the 
Bylaws of this Board may be waived and he may be 
recommended for certification after passing an ap- 
propriate oral and/or clinical examination. The final 
date for accepting applications under this classifica- 
tion shall be May 1, 1961. 

|. Affidavit. The applicant shall file with the Sec- 
retary-Treasurer of this Board an affidavit in dupli- 
cate stating the percentage of his practice that was 
proctologic in character during the preceding 12- 
month period, based on the number of patients seen. 
An applicant must have a minimum of 75 per cent 
proctologic specialty practice to be eligible for ex- 
amination. 

m. Case Records. The applicant must file with 
the Secretary-Treasurer of this Board true and au- 
thentic copies of 200 case records of proctologic 
cases he has cared for within the 4-year interval pre- 
ceding the filing of his application. The applicant 
must file an affidavit in duplicate certifying that the 
records are exact copies of true and authentic rec- 
ords in his files and that he personally cared for the 
cases represented. The case records and affidavit 
must reach the Secretary-Treasurer of this Board not 
later than April 15 for the applicant to be eligible 
for examination at the following annual meeting of 
this Board. All records become the property of this 
Board and are not returnable to the applicant. 

n. Scientific Article. The applicant must file with 
the Secretary-Treasurer of this Board by April 15 of 
the year he desires examination, a 1,000-word article 
on a proctologic subject of his choosing or at the 
dictates of this Board. This Board may accept a pre- 
viously published article on a proctologic subject. 
Grading of this scientific article will be based on 
English composition and neatness as well as upon 
the subject matter. Scientific articles must follow the 
standard in common use for composition in such 
articles. 
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American Osteopathic Board 
of Radiology 


Theodore C. Hobbs, Chairman, Columbus, Ohio; George W. 
Rea, Vice Chairman, Kirksville, Missouri; Charles J. Karibo, 
Detroit, Michigan; Kenneth L. Wheeler, Philadelphia, Penn- 
sylvania; Hervey S. Scott, Kansas City, Missouri; James N. 
Fox, Dayton, Ohio; Paul T. Lloyd, Philadelphia, Pennsylvania; 
John W. Tedrick, Secretary-Treasurer, Denver, Colorado; D. 
W. Hendrickson, Assistant Secretary - Treasurer, Wichita, 
Kansas 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of clarification the following defini- 
tions of the divisions of the special fields in radiology 
are given: 

a. The practice of diagnostic roentgenology shall 
consist of and be confined to the performance and in- 
terpretation of diagnostic roentgenological proce- 
dures. 

b. The practice of roentgenology shall consist of 
and be limited to the performance and interpretation 
of diagnostic roentgenological procedures and the 
use of roentgen rays in therapy. 

c. The practice of radiation therapy shall consist 
of treatment of human disease by the use of roentgen 
rays, radium, and artificial radioactive substances. 

d. The practice of radiology shall consist of and 
incluce the performance and interpretation of diag- 
nostic roentgenological procedures and the diagnosis 
and treatment of human disease by the use of roent- 
gen rays, radium, and artificial radioactive sub- 
stances. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Radiology will 
accept for certification only osteopathic physicians 
who are specializing in one of the divisions of radi- 
ology coming under the jurisdiction of this Board. 
The proportion of specialization in practice which is 
acceptable to the Board may vary according to the 
size of the community and the conditions under 
which the applicant practices. The applicant must be 
engaged in the practice of one of the divisions of 
radiology coming under the jurisdiction of this 
Board, i.e., diagnostic roentgenology, roentgenology, 
radiology, or radiation therapy, and he must present 
evidence satisfactory to the Board that he is so prac- 
ticing. 

Each application for certification under this Board 
must present evidence that he has met the following 
minimum requirements: 

1. He shall have been graduated from an approved 
osteopathic college at least 5 years prior to consid- 
eration of his application by this Board. 

2. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years immediately prior to making appli- 
cation for examination by this Board. 
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3. He shall be, and if certified continue to be, fa- 
vorably known and recognized in his community and 
by his clientele as an osteopathic physician who is 
specializing in the practice of one of the divisions of 
radiology coming under the jurisdiction of this Board 
and shall publicize his osteopathic affiliations in an 
ethical manner. 

4. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. The intern 
year of 9 months as prescribed by the Selective Serv- 
ice Board during World War II shall be acceptable 
as fulfilling this requirement. 

5. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

6. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

7. He shall provide documentary evidence of at 
least 3 years of special training related to the special- 
ty for which he is seeking certification, after the 
required 1 year of internship, or its equivalent, but 
not necessarily running 3 consecutive years. This 
Board may modify the requirement of 3 years’ spe- 
cial training by allowing a credit of 1 year of special 
training for each 5 years of specialty practice for a 
total credit not to exceed 2 years of the requirement, 
for physicians who graduated prior to 1946, but in 
no case may such applicant be accepted for examina- 
tion without at least 1 year of special training as de- 
fined. This training shall include: 

(a) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

(b) Active experience in such amount and diver- 
sity that will assure adequate training in the spe- 
cialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by studying under the pre- 
ceptorship of a qualified specialist in this field, sup- 
plemented by prescribed study conforming to a plan 
approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the sev- 
eral types mentioned above, as determined by this 
Board. It shall be this Board’s duty to assist appli- 
cants in determining a suitable program of special 
training, but it is not this Board’s function to supply 
the training. This Board may recognize as proper 


institutions for securing this training those instity- 
tions which are approved for special training by the 
approving agencies of the American Osteopathic As- 
sociation, together with such others as this Board 
may determine to possess facilities and personnel 
adequate to provide proper training. 

8. In addition to completing the required special 
training, the applicant shall have engaged in special- 
ty practice in his field for not less than 2 years before 
admission to examination. 

9. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty, and the pos- 
session of sound judgment and of a high degree of 
skill in the diagnostic and therapeutic procedures in- 
volved in the practice of the specialty. Oral, written, 
and clinical examinations shall be conducted and re- 
quired in the case of each applicant. This Board 
may conduct the oral and written examinations at 
the end of the required 3 years of special training, 
but shall not conduct the practical or clinical ex- 
amination until the required 2 years of specialty 
practice have been completed. The members of this 
Board shall personally review, if not perform, the 
grading of each written examination. The conduct 
of the clinical examinations may be delegated to 
committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description 
of the method of conducting the examination shall 
be formulated in this Board’s Regulations and Re- 
quirements, and provision for re-examination shall 
be made. 

10. In the case of any applicant who was engaged 
in the practice of his specialty by 1939, or prior 
thereto, and who graduated prior to 1936, and who 
meets the general requirements as stated above, and 
has maintained appropriate activity in American Os- 
teopathic Association organizational work, specialty 
societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional lit- 
erature, or otherwise has indicated his consistent in- 
terest and competence in his specialty, the require- 
ments of Article IV, Section 1, paragraphs (f) and 
(h) of the Bylaws may be waived and he may be 
recommended for certification after passing appro- 
priate oral and/or written clinical examinations. The 
final date for accepting applications under the classi- 
fication shall be May 1, 1961. 

11. Applicants for certification in any of the divi- 
sions of radiology shall prepare a thesis upon some 
phase of radiology as a part of the written examina- 
tion for certification. 


American Osteopathic Board 
of Surgery 


James M. Eaton, Chairman, Philadelphia, Pennsylvania; Rob- 
ert F. McBratney, Vice Chairman, Los Angeles, California; 
K. George Tomajan, Boston, Massachusetts; Paul R. Koogler, 
Battle Creek, Michigan; Howard A. Graney, Des Moines, 
Jowa; Ernest G. Bashor, Los Angeles, California; J. Natcher 
Stewart, Dallas, Texas; Arthur M. Flack, Jr., Philadelphia, 
Pennsylvania; Charles L. Ballinger, Secretary-Treasurer, Coral 
Gables, Florida; Mrs. E. F. Martin, Executive Secretary, Coral 
Gables, Florida 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of the American 
Osteopathic Board of Surgery, the practice of sur- 
gery and the surgical specialties assigned to the 
Board shall be defined: 

1. The practice of surgery shall consist of and in- 
clude that branch of medical science, art and prac- 
tice, which is concerned with the correction of de- 
formities and defects, the repair of injuries, and the 
diagnosis, care, and treatment of disease, the relief 
of suffering, and the prolongation of life. 

2. The practice of neurosurgery shall consist of 
and include that branch of medical science, art and 
practice, which is concerned with the correction of 
deformities and defects, the repair of injuries, and 
the diagnosis, care, and treatment of diseases of the 
nervous system and associated structures. 

3. The practice of orthopedic surgery shall consist 
of and include that branch of medical science, art 
and practice, which is concerned with the correction 
of deformities and defects of the bony skeleton and 
associated structures, the repair of injuries, and the 
diagnosis, care, and treatment of diseases of the 
bones, joints, and associated structures. 

4. The practice of peripheral vascular surgery 
shall consist of and include that branch of medical 
science, art and practice, which is concerned with 
the correction of deformities and defects of the 
peripheral vessels, the repair of injuries, and the 
diagnosis, care, and treatment of diseases of the 
peripheral vessels and associated structures. 

5. The practice of plastic surgery shall consist of 
and include that branch of medical science, art and 
practice, which is concerned with the repair of in- 
juries and the correction of deformities and defects 
to the integument, muscles, the bony skeleton and 
associated structures. 

6. The practice of urological surgery shall consist 
of and include that branch of medical science, art 
and practice, which is concerned with the correction 
of deformities and defects, the repair of injuries, and 
the diagnosis, care, and treatment of diseases of the 
urogenital system and associated structures. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Surgery shall 
accept for examination for certification only osteo- 
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pathic physicians who are specializing in surgery or 
one of the surgical specialties assigned to the Board. 

The applicant must be engaged in the practice of 
surgery or one of the surgical specialties assigned to 
the Board—neurosurgery, orthopedic surgery, pe- 
ripheral vascular surgery, plastic surgery, or urologi- 
cal surgery—and he must present evidence to the 
Board that he is so practicing. 

It shall be the policy of the American Osteopathic 
Board of Surgery to require that, with his applica- 
tion, each applicant submit a list of his operative 
procedures for the 12 month period immediately 
prior to making application, giving the date, name 
of hospital and case number, patient's initials, name 
of the surgeon, operative procedure, pathologist's 
report and case termination. This list shall be certi- 
fied by the administrator of the hospital in which the 
operative procedures were performed. 

The list shall be accompanied by a supplementary 
list in which the operative procedures for the year 
are broken down into segregated totals indicating 
the number of each type of operative procedure per- 
formed by the applicant during the 12-month period. 
The totals of both lists must agree. 

It shall be the policy of the Board to require the 
Credentials Committee to carefully scrutinize the 
scope of surgical practice represented in each appli- 
can’ts report. Unless an applicant presents evidence 
that the scope of his surgical or surgical specialty 
practice is sufficiently varied and of a major character 
(as shown by the records submitted), the Creden- 
tials Committee shall not recommend him for ex- 
amination without an investigation by one or more 
certified specialists not located in the applicant's im- 
mediate vicinity, who have been appointed by the 
Board for the purpose of determining the applicant's 
qualifications. The applicant shall be responsible for 
the expenses incurred in the conduct of such an in- 
vestigation. 

If the investigation is conducted in the same man- 
ner and under the same requirements as for a clinical 
examination and the applicant is recommended for 
examination, the Board may, at its discretion, accept 
the investigation as the equivalent of a clinical ex- 
amination. The expenses paid by the applicant for 
the investigation shall be considered as payment of 
expenses for his clinical examination. 

Each applicant for examination for certification in 
surgery or one of the surgical specialties assigned to 
the American Osteopathic Board of Surgery must 
present evidence that he has met the minimum re- 
quirements and shall: 

1. Have been graduated from an approved osteo- 
pathic college at least 7 years prior to April first of 
the year in which his application is submited for con- 
sideration by the Board. 

2. Be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. Have been a member in good standing of the 
American Osteopathic Association and of his state 
or divisional society for a continuous period of at 
least 3 years immediately prior to making application 
for examination by the Board. 

4. Be, and if certified continue to be, favorably 
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known and recognized by his clientele as an osteo- 
pathic physician specializing in the practice of sur- 
gery or one of the surgical specialties assigned to the 
Board and shall publicize his osteopathic affiliations 
in an ethical manner. 

5. Declare that he is familiar with the Code of 
Ethics of the American Osteopathic Association and 
the interpretations thereof and certify that he will 
abide by the provisions of the Code of Ethics as set 
forth, interpreted, and/or amended from time to 
time. 

6. Have completed an internship of at least 1 year 
in a hospital acceptable to the Board. The intern 
year of 9 months, as prescribed by the Selective Serv- 
ice Board during World War II, shall be acceptable. 
For physicians who graduated in 1942 or prior there- 
to, the Board may accept other qualifications in lieu 
of internship where the applicant’s surgical expe- 
rience and ability are beyond question. 

7. Have completed a minimum of 3 years of for- 
mal training in surgery or one of the surgical special- 
ties assigned to the Board, after the required 1 year 
of internship, or its equivalent, but not necessarily 
running 3 consecutive years. 

For physicians who graduated in 1946 or prior 
thereto, the Board may modify the requirement of 3 
years of formal training by allowing a credit of 1 
year of formal training for each 5 years of specialty 
practice for a total credit of not to exceed 2 years of 
the requirement, but in no case may such applicant 
be accepted for examination without at least 1 year 
of formal training as defined. 

During the period of formal training, the applicant 
shall have been the first assistant in the performance 
of not less than 400 major operative procedures. By 
first assistant is meant one who, in addition to acting 
as first assistant at the operating table, participated 
actively in the preoperative and postoperative care. 
In qualifying for examination for certification, only 
one credit for first assistantship is allowable for each 
case done by the surgeon regardless of the number 
of assistants working at the table. 

The formal training program must be acceptable 
to the Board and made up, either in whole or in 
part, of: 

a) Approved residency training; 

b) Approved preceptorship training. Preceptor- 
ship training programs which commenced after Jan- 
uary 1, 1951, shall have met the requirements of and 
been approved by the Evaluating Committee for the 
Register of Training Programs of the American Col- 
lege of Osteopathic Surgeons. 

c) Approved graduate work in surgery, the surgi- 
cal specialties, or the surgical sciences in a program 
acceptable to the Board. 

In the evaluation and approval of combined, ap- 
proved residency training programs in surgery and 
one of the surgical specialties, it shall be the policy 
of the Board to accept such training programs, pro- 
viding the requirements of first assistantships have 
been fulfilled. 

In the evaluation and approval of combined, ap- 
proved residency training programs, approved pre- 
ceptorship training programs, or residency and pre- 
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ceptorship training programs, it shall be the policy 
of the Board to accept 1 year of approved training 
in specialties acceptable to the Board, or one of the 
surgical sciences conducted in an approved graduate 
school program, as a third year of required formal 
training, providing at least 2 years of approved for- 
mal training in surgery or one of the surgical spe- 
cialties have been completed and the requirements 
of first assistantships have been fulfilled. 

Not more than 1 year’s credit shall be given for 
graduate work in approved graduate school pro- 
grams unless approved by the Evaluating Committee 
for the Register of Training Programs of the Ameri- 
can College of Osteopathic Surgeons, the Committee 
on Accreditation of Postgraduate Training and the 
Board of Trustees of the American Osteopathic As- 
sociation. 

It shall be the Board’s duty to assist applicants in 
determining a suitable program of surgical training, 
but it is not the Board’s function to supply the train- 
ing. The Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training by the approving agen- 
cies of the American Osteopathic Association, to- 
gether with such others as the Board may determine 
to possess facilities and personnel adequate to pro- 
vide proper training. 

It shall be the policy of the Board to accept train- 
ing in surgery or one of the surgical specialties taken 
in hospitals or institutions other than those approved 
for such training by the American Osteopathic Asso- 
ciation as meeting the requirements of formal train- 
ing subsequent to internship, providing the training 
program has been approved by the Evaluating Com- 
mittee for the Register of Training Programs of the 
American College of Osteopathic Surgeons, or is ap- 
proved by the American Medical Association as 
meeting the requirements for certification by the 
specialty boards of the American Medical Associa- 
tion. In no instance shall the Board accept or recog- 
nize training taken under an assumed identity of 
another individual or incognito. 

8. In a training program, other than a residency 
approved by the Board of Trustees of the American 
Osteopathic Association, which was begun after Jan- 
uary 1, 1951, the applicant shall have received satis- 
factory graduate training in the surgical sciences, 
including anatomy, physiology, biochemistry, pathol- 
ogy, pharmacology, and such other basic sciences as 
are necessary to a mature and comprehensive under- 
standing of the prevention, diagnosis, therapy, and 
management of the disorders involved in the spe- 
cialty. 

A minimum of 100 clock hours shall be required 
in the basic science training program, subdivided as 
follows: 

- a) A minimum of 10 clock hours each in anatomy, 
physiology, biochemistry, pathology, and pharma- 
cology. 

b) The remainder of the minimum required hours 
may be taken in any of the subjects mentioned or in 
other basic sciences related to the specialty. 

The applicant must submit acceptable documen- 
tary evidence, which may be further investigated at 


the discretion of the Board, of having completed this 
graduate training in the basic sciences in colleges, 
laboratories, clinics, hospitals, or other institutions 
satisfactory to the Board. 

9, Have practiced as a specialist in surgery or one 
of the surgical specialties for a period of at least 2 
years subsequent to completion of the required mini- 
mum of 3 years of formal training prior to being ex- 
amined. He shall provide notarized documentary 
evidence that he has performed a minimum of 200 
major operative procedures upon his own responsi- 
bility subsequent to the completion of the minimum 
required period of formal training. 

The applicant’s scope of surgical practice must be 
such that his records will show that he has handled 
and is capable of handling (as shown by his mor- 
bidity, mortality, and end results) major operative 
procedures in his respective surgical specialty. An 
applicant whose records show that he has never per- 
formed what are commonly referred to as heavy sur- 
gical procedures on his own responsibility would not 
be eligible for admission to examination. 

10. Present detailed case reports, acceptable to the 
Board, of 25 major operative procedures in which he 
was the responsible surgeon and handled by him 
as a surgical problem within the past 3 years. These 
reports shall include history, physical examination, 
laboratory examinations, preoperative diagnosis, and 
evaluation of the patient by the surgeon, detailed 
operative record, postoperative diagnosis, progress 
notes, gross and histological description and diagno- 
sis of excised tissue, case termination, and summary. 

11. Not printed.* 

12. Provide letters of recommendation from two 
certified surgeons who are personally acquainted 
with the applicant, who can vouch for his surgical 
training, surgical experience, personal character, and 
who have personally observed the surgical skill of 
the applicant. The sponsors shall send their letters 
of recommendation direct to the secretary-treasurer 
or corresponding secretary of the Board. 

13. Be available for a personal interview upon re- 
ceiving notice from the secretary-treasurer or corre- 
sponding secretary that such an interview is re- 
quired. 

14. Demonstrate his eligibility for examination in 
any other manner required by the Board. 

15. Signify his intention to qualify for change of 
certification, if certified by another board. 

16. Submit his application, required documentary 
evidence, case reports, application fee, and letters of 
recommendation to the secretary-treasurer or corre- 
sponding secretary on or before April first. 

Signed applications and all evidence submitted by 
an applicant to the Board, even though the applicant 
may withdraw as an applicant for certification, shall 
remain the property of the Board. . 

17. Not printed® 


NEUROSURGERY 


Each applicant for examination for certification in 
neurosurgery must present evidence that he has met 
the Requirements for Examination and shall: 


*Items 11 and 17 omitted; these items refer to examination fees. 
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1. During the required minimum of 3 years of for- 
mal training, have been the first assistant in the per- 
formance of not less than 400 major operative proce- 
dures, 200 of which must be of a major neurosurgical 
nature. 

2. During the required minimum of 2 years of 
specialty practice, have performed a minimum of 200 
major operative procedures upon his own responsi- 
bility, 100 of which must be of a major neurosurgical 
nature. 

3. Present detailed case reports, acceptable to the 
Board, of 25 major operative procedures of a neuro- 
surgical nature in which he was the responsible sur- 
geon and handled by him as a neurosurgical problem 
within the past 3 years. These reports shall include 
history, physical examination, laboratory examina- 
tions, preoperative diagnosis and evaluation of the 
patient by the surgeon, detailed operative record, 
postoperative diagnosis, progress notes, gross and 
histological description of excised tissue, case termi- 
nation, and summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 

5. If this Board approves his application as to 
qualifications for examination in neurosurgery, the 
secretary-treasurer shall request the American Os- 
teopathic Board of Neurology and Psychiatry to con- 
sider the application and, if acceptable, to examine 
the applicant in neurology. 

6. If the applicant is successful before the Ameri- 
can Osteopathic Board of Neurology and Psychiatry, 
the American Osteopathic Board of Surgery shall be 
so informed and shall, in turn, examine the applicant 
in neurosurgery. 

7. If the applicant is successful in the examination 
before the American Osteopathic Board of Surgery, 
the Board shall make recommendation for certifica- 
tion to the Advisory Board for Osteopathic Special- 
ists according to the regular procedure. 

8. Upon final approval by the Board of Trustees 
of the American Osteopathic Association, a special 
certificate shall be issued in neurosurgery by the 
Board, signed by the chairman and secretary of the 
American Osteopathic Board of Neurology and Psy- 
chiatry, the chairman and secretary-treasurer of the 
American Osteopathic Board of Surgery, and the Ex- 
ecutive Secretary of the American Osteopathic As- 


sociation. 


ORTHOPEDIC SURGERY 


Each applicant for examination for certification in 
Orthopedic Surgery must present evidence that he 
has met the Requirements for Examination and shall: 

1. During the required minimum of 3 years of for- 
mal training, have been the first assistant in the per- 
formance of not less than 400 major operative proce- 
dures, 200 of which must be of a major orthopedic 
nature. 

2. During the required minimum of 2 years of spe- 
cialty practice have performed a minimum of 200 
major operative procedures upon his own responsi- 
bility, 100 of which must be of a major orthopedic 
nature. 
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3. Present detailed case reports, acceptable to the 
Board, of 25 major operative procedures of an ortho- 
pedic nature in which he was the responsible surgeon 
and handled by him as an orthopedic problem with- 
in the past 3 years. These reports shall include his- 
tory, physical examination, laboratory examinations, 
preoperative diagnosis and evaluation of the patient 
by the surgeon, detailed operative record, postopera- 
tive diagnosis, progress notes, gross and histological 
description of excised tissue, case termination, and 
summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


PERIPHERAL VASCULAR SURGERY 


Each applicant for examination for certification in 
peripheral vascular surgery must present evidence 
that he has met the Requirements for Examination 
and shall: 

1. During the required minimum of 3 years of for- 
mal training, have been the first assistant in the per- 
formance of not less than 400 major operative proce- 
dures, 200 of which must be of a major peripheral 
vascular nature. 

2. During the required minimum of 2 years of 
specialty practice have performed a minimum of 200 
major operative procedures upon his own responsi- 
bility, 100 of which must be of a major peripheral 
vascular nature. 

3. Present detailed case reports, acceptable to the 
Board, of 25 major operative procedures of a periph- 
eral vascular nature in which he was the responsible 
surgeon and handled by him as a peripheral vascular 
problem within the past 3 years. These reports shall 
include history, physical examination, laboratory ex- 
amination, preoperative diagnosis and evaluation of 
the patient by the surgeon, detailed operative record, 
postoperative diagnosis, progress notes, gross and 
histological description of excised tissue, case termi- 
nation, and summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


PLASTIC SURGERY 


Each applicant for examination for certification in 
plastic surgery must present evidence that he has 
met the Requirements for Examination and shall: 

1. During the required minimum of 3 years of for- 
mal training, have been the first assistant in the per- 


formance of not less than 400 major operative proce- 
dures, 200 of which must be of a major plastic 
surgical nature. 

2. During the required minimum of 2 years of 
specialty practice, have performed a minimum of 200 
major operative procedures upon his own responsi- 
bility, 100 of which must be of a major plastic surgj- 
cal nature. 

3. Present detailed case reports, acceptable to the 
Board, of 25 major operative procedures of a plastic 
surgical nature in which he was the responsible sur- 
geon and handled by him as a plastic surgical prob- 
lem within the past 3 years. These reports shall 
include history, physical examination, laboratory ex- 
aminations, preoperative diagnosis and evaluation 
of the patient by the surgeon, detailed operative 
record, postoperative diagnosis, progress notes, gross 
and histological description of excised tissue, case 
termination, and summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


UROLOGICAL SURGERY 


Each applicant for examination for certification in 
urological surgery must present evidence that he has 
met the Requirements for Examination and shall: 

1. During the required minimum of 3 years of for- 
mal training have been the first assistant in the per- 
formance of not less than 400 major operative proce- 
dures, 200 of which must be of a major urological 
nature. 

2. During the required minimum of 2 years of spe- 
cialty practice have performed a minimum of 200 
major operative procedures upon his own responsi- 
bility, 100 of which must be of a major urological 
nature. 

3. Present detailed case reports, acceptable to the 
Board, of 25 major operative procedures of a urologi- 
cal nature in which he was the responsible surgeon 
and handled by him as a urological problem within 
the past 3 years. These reports shall include history, 
physical examination, laboratory examinations, pre- 
operative diagnosis and evaluation of the patient by 
the surgeon, detailed operative record, postoperative 
diagnosis, progress notes, gross and histological de- 
scription of excised tissue, case termination, and 
summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


This section is published monthly to inform the practicing physician about new drug products and medical equipment 
made available on the market. It is a reference section prepared by THe JournaL from descriptive material furnished 
by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


convenient form. 


VISTAMATIC GIANTSCOPE __ -23.00 D through 0 to -40.00 D in 
1-diopter steps. These high spheres 
can be dialed quickly into viewing 
position -8, -16, -40, -32, -24, -16, 
and -8. Focused for infinity and 
featuring a special precentered, 
prefocused, high-intensity 6.5V 
bulb, the new Giantscope pro- 
duces very intense illumination for 
complete fundus observation. 


Description * The Vistamatic 
Giantscope incorporates the chief 
features of its predecessor, the No. 
144P Giantscope, and in addition 
offers an automatic lens dial pick- 
up, precentered and prefocused 
bulb, intense illumination con- 
trolled by a rheostat on the handle, 
illuminated magnified lens dial, Manufacturer * Complete infor- 
cool ventilated handle, one-hand mation may be obtained from the 
operation, and the Electra carrying American Optical Company, In- 
case. The lens range has been ex-_strument Division, Buffalo 15, New 
tended to provide powers from York. 
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GRISEOFULVIN Ayerst 


Source ¢ Griseofulvin is a fermen- 
tation product of the molds Peni- 
cillium griseofulvum, P. patulum, 
P. janczewskii, and P. raistrickii 
Smith. 


Chemistry * A fungistatic agent, 
griseofulvin has the chemical for- 
mula 7-chloro-4:6-dimethoxycou- 
maran-3-one-2-spiro-l’ (2’methoxy- 
6’methylcyclohex-2’-en-4’-one). Its 
empirical formula is C,,H,,O,Cl. It 
is a colorless, crystalline, neutral 
compound. Its water solubility is 
very low, about 10 mcg./ml. at 
room temperature, but it is freely 
soluble in some organic solvents, 
and in medicinal paraffin and lano- 
lin to at least 100 mcg./ml. In sus- 
pension, the substance can with- 
stand autoclaving at 20 Ib./sq. in. 
steam pressure for 20 minutes. 


Pharmacodynamics ¢ Griseoful- 
vin has a potent fungistatic action, 
and is especially effective against 
those fungi responsible for derma- 
tomycoses in man and animals. Al- 
though the mechanism of action is 
not known, the evidence indicates 
that griseofulvin is somehow in- 
corporated in keratinous tissues 
where the parasites live and mul- 
tiply. With orally administered 
griseofulvin, the cells which pro- 
duce keratin can be made resistant 
to certain fungi. The action of the 
drug is from within outward, pro- 
viding fungistasis by curling, dis- 


torting, and stunting the hyphae 
of the invading fungi. Healthy tis- 
sue replaces infected skin, hair, or 
nails as the keratin grows outward 
and is shed. 


Absorption; fate; excretion °¢ 
Studies have revealed very low 
levels of griseofulvin in the blood 
and urine of human subjects given 
1.0 gm. of the antibiotic daily in 
divided oral doses. In no case was 
the blood plasma concentration 
higher than 0.5 mcg./ml. or the 
urine concentration in excess of 
2.36 mcg./ml. over a 24-hour pe- 
riod. 


Toxicology * Side effects are us- 
ually mild and transient and sel- 
dom warrant discontinuation of the 
medication. Headache, fatigue, 
dryness of the mouth, and gastro- 
intestinal symptoms such as nau- 
sea, heartburn, and diarrhea, have 
been reported. Sensitivity reactions 
are rare, but when encountered 
they do necessitate withdrawal of 
the medication. Although a few 
cases of leukopenia and reduction 
in the leukocyte count have been 
reported, griseofulvin does 
appear to have any significant in- 


not 


fluence on the hemopoietic system. 
However, complete blood counts 
at regular intervals are advisable. 


Indications * Griseofulvin is indi- 
cated for the treatment of ring- 
worm infections of the skin, hair, 


and nails, namely: tinea corporis, 
tinea pedis, tinea cruris, tinea bar- 
bae, tinea capitis, and tinea un- 
guium (onchomycosis ). Before in- 
stituting treatment, cultures should 
be taken to determine the type of 
fungi responsible for the infection, 


Contraindications ¢ Infections due 
to yeast-like fungi are refractory 
to griseofulvin, and candidiasis 
may become worse under griseo- 
fulvin treatment. 


Dosage schedule ¢ The usual dos- 
age for adults is 4 tablets daily; for 
children, 1 to 4 tablets daily de- 
pending on age and weight. In 
severe or extensive infections in 
adults, a starting dosage of 6 to 8 
tablets a day (in divided doses) 
may be given, with gradual reduc- 
tion to 4 tablets or less following 
a satisfactory response; for less 
severe infections, 2 or 3 tablets 
daily may be sufficient. For chil- 
dren, a dosage of 20 to 25 mg./kg. 
adequate. Children 
weighing 30 to 50 pounds should 
be given 1 to 2 tablets daily; those 
over 50 pounds, 2 to 4 tablets 
daily. To 
cleanliness is of major importance; 


is usually 


prevent _ reinfection, 
all wearing apparel, especially hats 
and footwear, and pillows used by 
the patient may be sources of in- 
fection. In patients with tinea ca- 
pitis, barbae, or unguium, the in- 
fected hair or nails should be re- 
moved. 


How supplied * Griseofulvin Ay- 
erst, No. 670, 250-mg. tablets 
(scored) in bottles of 30 and 100. 


Manufacturer ¢ Ayerst Labora- 
tories, New York 16, New York, 
by arrangement with Imperial 
Chemical Industries, Ltd. 


References ¢ Oxford, A. E., Rai- 
strick, H., and Simonart, P., Bio- 
chem. J. 33:240, 1939. Brian, P. W., 
Hemming, H. G., and McGowan, J. 
C., Nature 155:637, 1945. Brian, P. 
W., Curtis, P. J., and Hemming, 
H. G., Trans. Brit. Mycol. Soc. 
29:173, 1946. Grove, J. F., and 
McGowan, J. C., Nature 160:574, 
1947. Brian, P. W., Curtis, P. J., 
and Hemming, H. G., Trans. Brit. 
Mycol. Soc. 32:30, 1949. Gentles, 
J. C., Barnes, M. J., and Fantes, 
K. H., Nature 183:256, 1959. Riehl, 
G., Austrian Dermatological So- 
ciety, Vienna, 1958. Brian, P. W., 
Ann. Bot. 13:59, 1949. Brian, P. 
W., Curtis, P. J., and Hemming, H. 
G., Trans. Brit. Mycol. Soc. 38:305, 
1955. Grove, J. F., and others, 
Chem. & Ind. 11:219, 1951. Grove, 
J. F., and others, J. Chem. Soc. 
3977, 1952. Paget, G. E., and Wal- 
pole, A. L., Nature 182:1320, 1958. 
Unpublished data from Imperial 
Chemical Industries, Ltd. Robin- 
son, H. M., Jr., and others, Am. 
Dermat. Assoc. Meeting, Atlantic 
City, N. J., 1959. Robinson, H. M., 
Jr., and Robinson, R. C. V., sub- 
mitted for publication. 
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ISORDIL 


Chemistry ¢ Isodril is a new, long- 
acting organic nitrate, isosorbide 
dinitrate, with the formula 1,4,3,6- 
dianhydro-sorbitol-2,5-dinitrate. 


Pharmacodynamics * Isordil is a 
coronary vasodilator characterized 
by rapid onset of action and marked 
duration of activity. These clin- 
ical effects are regarded as being 
due to the high solubility and low 
rate of metabolism of the com- 
pound. Incubation studies have 


demonstrated that Isordil is rapid- 
ly taken up by the liver cell but 
very slowly metabolized, in marked 
contrast to many other long-acting 
nitrates. Isordil has been proved to 
be the most soluble of all nitrates 
used in angina pectoris except ni- 
troglycerin. Laboratory tests have 
shown that Isordil has a specific 
and direct effect on the isolated 
rabbit heart, resulting in an in- 
crease in coronary blood flow 
which is the pharmacologic cri- 
terion for coronary vasodilation. In 
clinical use, Isordil is effective 
within 15 to 30 minutes after ad- 
ministration, and its activity lasts 
4 to 5 hours. 


Toxicology ¢ Side effects with Isor- 
dil have been reported to be few, 
infrequent, and mild. As with all 
nitrates, there is in some instances 
an initial transitory headache 
which is easily controlled. Studies 
have demonstrated that the toxicity 
of Isordil is extremely low; it 


_ takes about 50 times the therapeu- 


tic dose to produce any toxic 
symptoms. 


Indications ¢ This long-acting cor- 
onary vasodilator is indicated for 
the therapeutic and prophylactic 
management of angina pectoris 
and coronary insufficiency. Clinical 
studies have shown that exercise 


tolerance is increased, pain de- 
creased, and the requirements for 
nitroglycerin are either drastically 
curtailed or eliminated. In these 
studies the response of the patients 
was good in a large majority of 
cases. 


Contraindications ¢ Isordil should 
be administered with care to pa- 
tients with glaucoma. With regard 
to cardiovascular patients, Isordil 
is not known to be incompatible 
with any other drugs likely to be 
included in the regimen. 


Dosage schedule ¢ Isordil is ad- 
ministered orally (not sublingual- 
ly). The average daily dose is one 
10-mg. tablet four times a day—a 
half-hour before meals and at bed- 
time. Depending on the patient's 
condition, the physician may want 
to individualize the dosage from 5 
mg. to 20 mg. four times a day. 


How supplied * In bottles of 100 
scored tablets. 


Manufacturer  Ives-Cameron 
Company, 260 Madison Ave., New 
York 16, New York. 


References * Sherber, D., Russek, 
H., Leslie, R., Albert, A., and Sha- 
piro, S.: separate personal commu- 
nications. 
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TRYPP™ NOSE DROPS 


Chemistry * Trypp Nose Drops 
contain the mucolytic enzyme 
trypsin (7,500 units per 8 cc.), 
phenylephrine hydrochloride (0.25 
per cent), and gelatin, as well as 
other excipients and _ stabilizers. 
Trypp is provided in the form of 
a dry powder and a liquid diluent, 
to be mixed before first use. The 
resulting solution has a pH of 6.5 
and is isotonic. 


Pharmacodynamics * Trypp Nose 
Drops exert a dual action—muco- 
lytic and decongestant. Topically 
applied, trypsin digests mucoid 
and mucopurulent secretions, thus 
loosening and liquefying mucous 
plugs in the nasal passages in pa- 
tients with colds and other upper 
respiratory infections. Phenyle- 
phrine hydrochloride is a safe and 
effective vasoconstrictor which 
shrinks edematous mucous mem- 
branes without producing after- 
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congestion. Thus Trypp encour- 
ages adequate drainage, promotes 
ventilation, and hastens the resto- 
ration of normal nasal mucosa. 


Toxicology * No undesirable local 
or systemic reactions to this topi- 
cal agent have been observed. No 
instances of sensitivity or rebound 
congestion have been noted. 


Indications * Trypp Nose Drops 
are indicated for treatment of the 
common cold, sinusitis, and nasal 
allergies. In a series of 202 infants 
and children with upper respira- 
tory infections or acute exacerba- 
tions of chronic sinusitis, excellent 
or good response was obtained 
with Trypp Nose Drops in 98 per 
cent of cases. Immediate relief of 
congestion, edema, and rhinorrhea, 
and complete therapeutic respoise 
within 3 days or less were the 
criteria for “excellent” response, 
which was obtained in 87 per cent 
of the patients. 


Contraindications « There are no 
known contraindications to the use 
of Trypp Nose Drops. 


Dosage schedule ¢ For children, 
the dose is 1 to 2 drops in each 
nostril; adults, 2 to 4 drops in each 
nostril. The dosage may be repeat- 
ed every 3 or 4 hours if necessary. 


How supplied * Trypp Nose 
Drops are supplied in packages 
containing an envelope of powder, 
a bottle of liquid diluent, and a 
dropper. Just before the patient’s 
first use of the drug, the powder 
is poured into the bottle and dis- 
solved in the liquid diluent. The 
resulting solution is usable for 7 
days. 


Manufacturer ¢ U. S. Vitamin & 
Pharmaceutical Corporation, 250 
East 43rd Street, New York 17, 
New York. 


Reference * Maffia, A. J., and 
others, Arch. Pediat. 77:28, 1960. 
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PRINADOL 


Source ¢ The narcotic agent plien- 
azocine was originally synthesized 
by research workers at the Nation- 
al Institutes of Health, Bethesda, 
Maryland (NIH 7519). 


Chemistry * Prinadol is a brand 
of phenazocine (1,2,3,4,5,6-hexahy- 
dro-8-hydroxy-6,11-dimethyl-3- 
phenethyl-2,6-m ethano-3-benzazo- 
cine), as the hydrobromide. 


Pharmacodynamics * Although 
the mechanism of analgesic action 
of narcotics is stil) poorly under- 
stood, it is known that they depress 
both the brain and spinal cord. 
Recent studies suggest that the 
spinal cord may be the more im- 
portant site of action. A selective 
depression of internuncial neurones 
is thought to be operative. In com- 
parison with other narcotic-analge- 
sic agents in current use, Prinadol 
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appears to involve less respiratory 
depression, less hypotension, less 
nausea and vomiting, greater anal- 
gesic activity, lower addictive lia- 
bility, and fast onset and long dura- 
tion of action. Although its 
analgesic effect is potent, Prinadol 
exerts a relatively light sedative 
effect, which is of advantage to 
pre- and postsurgical patients and 
in the field of obstetrics. Clinical 
studies indicate that Prinadol pro- 
duces exceptionally effective anal- 
gesia with an unusually low inci- 
dence of side effects; its onset of 
action and duration of effect are 
similar to those of morphine, while 
its pain-relieving effect appears to 
be superior. Respiration and cir- 
culation appear to be less ham- 
pered with Prinadol than with 
morphine. 


Absorption; fate; excretion °¢ 
Prinadol is well absorbed by the 
intramuscular route. Studies on 
dogs indicate that the compound 
is metabolized in the liver. 


Toxicology ¢ Side effects observed 
with Prinadol have been infre- 
quent. The incidence of nausea 
and vomiting has been low; consti- 
pation has been reported in a few 
patients; respiratory depression, 
hypotension, and bradycardia or 
tachycardia have occurred only 
rarely. During labor, some patients 
have experienced slight dizziness; 
others, facial pruritus. Respiratory 
depression thought to be due to 
Prinadol has occurred in a very 
small number of newborn infants. 
No toxic effects have been ob- 
served following Prinadol adminis- 
tration. The side effects noted— 
particularly following large intra- 
venous doses—are those common 
to all potent narcotic agents. If 
significant respiratory depression 
should occur, it may be completely 
antagonized by the intravenous ad- 
ministration of levallorphan or nal- 


orphine. 


Indications ¢ Prinadol is indicated 
as an adjunct to anesthesia, for re- 


lief of postoperative excitement and 
pain, in obstetrics, and in various 
types of acute and chronic pain. 


Contraindications * As with other 
narcotic-analgesic agents, Prinadol 
is contraindicated in cases of se- 
vere hepatic insufficiency, severe 
central nervous system depression 
or coma, increased intracranial 
pressure, myxedema, and acute al- 
coholism, delirium tremens, and 


convulsive disorders. 


Dosage schedule * The dosage of 
Prinadol should be adjusted to the 
severity of the pain and the re- 
sponse of the patient. As yet, no 
dosage for children has been es- 
tablished. For adults, the usual 
optimum single intramuscular dose 
in most pain conditions is 2 mg.; 


the total 24-hour dosage need sel- 


dom exceed 12 mg. Since the sedat- 
ing effect of Prinadol is less than 
commonly seen with other nar- 
cotics, the drug’s analgesic action, 
- particularly in the recovery room, 


JOURNAL A.O.A., VOL. 59, MARCH 1960 


rinadet” Injection 


should not be judged by the de- 
gree of sedation produced. 
Following are details of the adult 
dosage schedule: In general pain 
states, 1 to 3 mg. intramuscularly 


every 4 to 6 hours; in very severe 
pain, slightly higher doses may be 
required. For preoperative medi- 
cation, 1 to 2 mg. intramuscularly 
as a single dose 45 to 60 minutes 
before the operation; should addi- 
tional sedation be desired, barbit- 
urates (e.g. 100 to 200 mg. of seco- 
barbital) may be administered 
concomitantly. As an anesthetic 
adjunct, 0.5 to 1 mg. (undiluted) 
intravenously is the initial dose; 
subsequent doses of 0.25 to 0.5 mg. 
may be given as needed. For sedat- 
ed patients in the recovery room, 
because Prinadol’s effects are po- 
tentiated by barbiturates and anes- 
thetics, a single intramuscular dose 
of 1 or 1.5 mg. is usually effective. 
In obstetrical patients, 1 to 2 mg. 
initially, either I.M. or I.V.; addi- 
tional doses of 0.5 to 1 mg. as need- 
ed; total dose during labor and de- 


livery need seldom exceed 6 mg.; 
barbiturates and/or scopolamine 
may be administered for additional 
sedation. 

Note: Since the depressant phar- 
macologic effects of Prinadol are 
potentiated by central nervous sys- 
tem depressants such as_barbit- 
urates, phenothiazines, and anes- 
thetics, the lower dose suggested 
should always be used when such 
agents are given concomitantly 
with Prinadol to elderly or debili- 
tated patients. 


How supplied ¢ Prinadol is avail- 
able in l-cc. ampuls (2 mg./cc.) in 
boxes of 10 and 100, and in multi- 
ple-dose vials (graduated), 10 cc. 
(2 mg./cc.) in boxes of 1 and 20. 


Manufacturer * Smith Kline & 
French Laboratories, 1500 Spring 
Garden Street, Philadelphia, Penn- 
sylvania. 


Reference * Eckenhoff, J. E., Anes- 
thesiology 20:355, 1959. 
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OSTENSIN 


Chemistry * Ostensin (trimethidi- 
nium methosulfate) is an asym- 
metric bisquaternary amine with 
definite antihypertensive activity. 


Pharmacodynamics ¢ Ostensin is 
a potent, long-acting, ganglion- 
blocking agent which acts primari- 
ly by inhibition of transmission of 
nerve impulses through both sym- 
pathetic and parasympathetic gang- 
lia of the autonomic nervous sys- 
tem. However, a central component 
of antihypertensive activity has 
also been reported, resulting from 
a depressant effect on certain 
pressor areas in the medulla and 


higher centers. Pharmacologic 
studies have shown that the antihy- 
pertensive effects of Ostensin are 
similar to but less potent than 
those obtained with mecamyla- 
mine, and many times as great as 
those obtained with hexamethoni- 
um. Pharmacologic properties of 
Ostensin are qualitatively similar 
to those of other ganglion-blocking 
agents, but several pharmacologic 
actions are quantitatively different. 
Certain side effects due to para- 
sympathetic blockade, such as con- 
stipation, are less frequent and 
intense with Ostensin, while dis- 
turbances of visual accommodation 
have been reported with greater 
frequency. Isolated peripheral 
blood vessels in the experimental 
animal are not dilated by Ostensin 
unless previously treated with a 
vasoconstrictor. Myocardial con- 
traction apparently is not depressed 
with Ostensin as it sometimes is 
with mecamylamine. Gastric as 
well as salivary secretions are de- 
creased. The effect of Ostensin on 
renal function and hemodynamics 
and cardiovascular hemodynamics 
after intravenous injection is simi- 
lar to that found with other gang- 
lion-blocking agents. 


Toxicology * There have been no 


reports of acute or chronic toxicity 
associated with Ostensin. Pharma- 
cologic side effects are similar to 
those produced by other ganglion- 
blocking agents. However, the in- 
cidence and severity of such side 
effects are reduced, and their inci- 
dence does not parallel the degree 
of hypotensive effect. In most in- 
stances, symptoms produced by 
pharmacologic activity will dimin- 
ish as therapy progresses. The more 
common symptoms associated with 
Ostensin include: blurring of vision 
due to partial paralysis of accom- 
modation, secondary to parasym- 
pathetic blockade; lightheadedness 
or a feeling of giddiness when as- 
suming the upright position, due 
to an excessive reduction of blood 
pressure; constipation, which is a 
severe and troublesome side effect 
of ganglionic blockade; diminution 
of libido and delay in orgasm in 
young’ men. It is important that 
the patients be carefully instructed 
in the use and possible side effects 
of Ostensin before they take over 
the administration of their own 
dosage. Instruction should be giv- 
en as to dosage reduction or posi- 
tional change necessitated by epi- 
sodes of postural faintness. 


Indications ¢ Ostensin is effective 
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in the management of essential hy- 
pertension. By virtue of its block- 
ade of nerve impulses through the 
sympathetic ganglia, and its central 
action also, Ostensin lowers blood 
pressure and provides symptomatic 
relief of the patient with diastolic 
hypertension. 


Contraindications Trimethidini- 
um should be administered with 
caution in cases of severe renal dis- 
ease and where blood nonprotein 
nitrogen values remain elevated 
even in the face of lowered blood 
pressure. The presence of organic 
pyloric stenosis, marked cerebral 
arteriosclerosis, or bleeding peptic 
ulcer, are contraindications for 
treatment with this agent. Patients 
with recent coronary thrombosis or 
cerebral thrombosis are not candi- 
dates for Ostensin therapy; how- 
ever, after 6 weeks such treatment 
can be initiated, with the necessary 
precautions for avoiding episodes 
of severe postural hypotension. 


Dosage schedule * The effective 


dose of trimethidinium methosul- 
fate may. vary with the individual 
patient. Adjustment of dosage 


should be.made according to blood . 


pressure response of the patient as 
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noted by home or office recordings 
taken with the patient in a stand- 
ing position. The initial dose of 
Ostensin is one 20-mg. tablet be- 
fore breakfast and before the eve- 
ning meal. Since the duration of 
action of a single oral dose taken 
on a fasting stomach may be 8 to 
12 hours, certain patients require 
only twice-a-day doses of trimethi- 
dinium. However, if the patient 
requires three doses per day, these 
should be taken before breakfast, 
at mid-afternoon, and before retir- 
ing, with an interval of at least 3 
hours after the last meal. For maxi- 
mum antihypertensive effect, trime- 
thidinium must be ingested in a 
fasting or near-fasting state. Ab- 
sorption of orally administered 
trimethidinium, although not com- 
plete, is regular and predictable 
when the drug is taken on an emp- 
ty stomach. Should tolerance -to 
the drug develop, a gradual in- 
crease in the daily dosage will 
maintain the desired effect. After 
treatment is initiated, the dosage 
should be increased by increments 
of 20 mg. per dose every third day, 


_ until a satisfactory response is ob- 


tained, without episodes of postural 
hypotension. The total daily dose 


usually varies from 40 to 300 mg. . 


However, most patients require ap- 


proximately 130 mg. of Ostensin 
per day, divided into three appro- 
priate doses. Termination of Os- 
tensin therapy should be carried 
out gradually; if therapy is inter- 
rupted for any reason, dosage 
should be reinitiated at low levels 
and increased gradually. 

The action of Ostensin may be 
potentiated by adjunctive drugs 
such as reserpine or meprobamate. 
Reduction of sodium chloride in- 
take by dietary restriction, or in- 
crease in sodium chloride excretion 
by diuretic agents, will enhance 
the antihypertensive activity of Os- 
tensin and allow for reduction in 
the total daily dose. 


How supplied ¢ Ostensin is sup- 
plied in scored tablets of 200 mg. 
(white) and 40 mg. (peach) avail- 
able in vials of 100. 


Manufacturer * Wyeth Labora- 
tories, Philadelphia 1, Pennsyl- 
vania. 


References * Dunsmore, R. A., 
and others, Am. J. M. Sci. 236:483, 
1958. Blaquier, P., Conway, J., and 


-Hoobler, S. W., Univ. Mich. M. 


Bull. 24:409, 1958. Janney, J. F., 


submitted for publication. Smirk, 


F. H., submitted for publication: 
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PORTABLE HEARTPACER 


Description * The new Birtcher 
No. 234 fully transistorized port- 
able Heartpacer accurately pro- 
vides continuously variable pulse 
rates from 25 to 225 surges per 
minute. Voltage can be continu- 
ously varied from 0 to 130 volts for 
external application and from 0 to 
15 volts for internal application. 
The new instrument operates from 
standard 110-volt alternating cur- 
rent and features a self-contained 
battery power source which auto- 
matically takes over when the line 
cord is disconnected during trans- 
fer of the patient, or in the event 


of power failure. A built-in battery 
charger takes over at the flick of a 


switch when the unit is recon- 
nected to a power source, to bring 
the battery back to full charge. 
The unit is fully transistorized for 
reliability and low current drain 
and is designed for continuous op- 
eration for hours or days as may 
be required. The unit carries U.L. 
approval. 


How supplied * The Heartpacer 
comes complete with electrodes 
and straps; it has a full two-year 
guarantee. Internal suture and 
needle electrodes are also avail- 
able. Complete information may 
be obtained from the supplier. 


Manufacturer ¢ Birtcher Corpora- 
tion, 4371 Valley Boulevard, Los 
Angeles 32, California. 
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Management of injuries to 
the bladder, urethra, and genitalia 


> Prompt and effective surgical measures in cases 
of injury to the bladder and urethra can reduce mor- 
bidity, prevent urologic crippling, and perhaps save 
lives, according to a report by James H. DeWeerd, 
M.D., in The Surgical Clinics of North America, 
August 1959. The article is part of a symposium on 
urology and gynecology prepared by staff members 
of the Mayo Clinic and Foundation. The author 
points out that while the seriously injured patient 
should ideally be managed by a team of specialists, 
such coverage is often not available, and a surgeon 
may find himself serving in multiple capacities. He 
must therefore be acquainted with early signs of 
injury to the bladder and urethra and with practical 
technics for repair. 

Most injuries to the bladder and urethra are re- 
lated to fracture of the pelvic girdle resulting from 
violent trauma. Severe pain, tenderness, and rigidity 
are noted, with disruption of urinary function, pas- 
sage of blood, and presence of blood at the urethral 
meatus. Cystoscopic examination should not be at- 
tempted, since it may cause further injury, and the 
results under the circumstances are unreliable. Rec- 
tal examination, however, is very important, and 
careful roentgenographic studies must be carried 
out. If there is no proof of injury to the bladder de- 
spite gross hematuria, an excretory urogram is indi- 
cated to check for lacerations of the kidney. Minor 
injuries of the bladder are treated conservatively in 
the absence of significant extraperitoneal extravasa- 
tion; free drainage via indwelling catheter should 
be maintained at least 10 days. All intraperitoneal 
ruptures and most extraperitoneal ruptures must be 

sutured as soon as the patient’s condition permits. 
Details of suitable operative technics, with illus- 
trations, are included in this article. 

A direct blow to the perineum may result in injury 
of the distal urethra; many such injuries appear 
minor and receive no follow-up attention until defi- 
nite urethral stricture develops months or years later. 
If attempts to install a urethral catheter are not suc- 
cessful, immediate surgical intervention is necessary. 


JOURNAL A.O.A., VOL. 59, MARCH 1960 


If the urethra is partially severed, it may be repaired 
without resection except when surrounding tissues 
are severely macerated. When there is complete loss 
of continuity, one should avoid extensive dissection 
and probing, but rather locate the proximal end of 
the urethra by opening the bladder and passing a 
van Buren sound through the urethra in retrograde 
fashion. Urethral splinting after an operation should 
be maintained for at least 2 weeks, and urethral 
sounding at frequent intervals is mandatory. 

Injuries to the external genitalia in male patients 
involve a variety of serious problems. Testicular 
swelling, which may lead to ischemia, necrosis, and 
subsequent atrophy, may have to be relieved by mul- 
tiple incisions in the tunica albuginea. Intrascrotal 
bleeding usually responds to conservative manage- 
ment, although evacuation of clot may become nec- 
essary. Injury to the shaft of the penis is uniformly 
managed conservatively. Loss of skin from the penis 
or scrotum happens often in industrial accidents, 
and electrical burns have been known to destroy the 
entire penis and urethra. The need for eventual re- 
constructive surgery should be kept in mind during 
the surgeon’s initial care of such patients. Technics 
for skin-grafting are detailed in this article. 


Further experiences with severe allergic 
reactions to insect stings 


> Allergic reactions to insect stings probably cause 
death more often than is generally realized, accord- 
ing to a report by Harry Louis Mueller, M.D., in 
The New England Journal of Medicine, August 20, 
1959. It is possible that unrecognized cases account 
for some of the sudden deaths attributed to heart 
failure and heat prostration during the insect season. 
Dramatic examples of severe systemic reactions to 
insect stings emphasize the importance and serious- 
ness of such reactions and the need for some form of 
treatment other than symptomatic, to protect these 
patients. In the author’s opinion, every patient who 
has had a systemic reaction to a sting by a bee, wasp, 
hornet, or yellow jacket, should receive desensitiza- 
tion treatment, since each sting is followed by an 
increase in sensitivity to an unpredictable degree. 
Intracutaneous testing shows that these patients 
are extremely sensitive, usually to more than one 
insect, and that these tests can be used as a guide 
for starting doses in treatment. The material used for 
treatment is a mixed whole-insect extract of the four 
insects specified; injections are begun with the dilu- 
tion that gives the initial positive test, and increased 
gradually to a maintenance dose of 0.2 to 0.3 ml. of 
1:100 dilution. If testing is not carried out the pa- 
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tients should be started at 0.05 ml. of a dilution of 
1:100,000,000. Of 76 patients treated by this author, 
40 per cent have had subsequent stings. With one 
exception, all patients who have been stung while on 
a maintenance dose of 0.15 ml. or more of a 1:100 
dilution of mixed extract, or after completing 3 
years of treatment, have had no resulting systemic 


symptoms. 


Prevention of stillbirth in 
Rh haemolytic disease 


> Although most liveborn babies with hemolytic 
disease can be saved by exchange transfusion, the 
prevention of stillbirth is still an outstanding prob- 
lem, according to Geoffrey H. Tovey, M.D., and 
Timos Valaes, Dip. Med. Athens, D.C.H., writing in 
The Lancet for October 10, 1959. Premature delivery 
has been considered the rational method of prevent- 
ing stillbirth in this disease, but the risk of the 
infant’s death from kernicterus has brought this 
method into question. The authors’ analysis of ma- 
ternal titers of anti-Rh in 262 consecutive cases of 
hemolytic disease of the newborn demonstrated a 
correlation between the risk of stillbirth and the an- 
tenatal antibody titer determined by the indirect 
antiglobulin technic. It was found that 25 to 30 per 
cent of mothers who have not previously carried an 
affected baby show a critically high titer, and in such 
cases the risk of stillbirth is about 30 per cent. Since 
2 of every 3 stillbirths in these cases occur after the 
thirty-seventh week of pregnancy, it is recommended 
that first-affected babies be delivered 21 days before 
term when the mother has a critically high titer of 
anti-Rh. When the mother has already carried an 
affected baby, the question of whether and when 
premature delivery should be carried out is decided 
on the basis of the severity of the hemolytic disease 
in the previous child as well as the mother’s antibody 
titer during the current pregnancy. It must be an- 
ticipated that some of these prematurely delivered 
babies will be severely affected, and special facilities 
for nursing and transfusion are essential for the 
success of the policy. 


Deficiency of small intestinal gas in 
infants simulating obstruction 


> Deficiency of gas in the small intestine of an in- 
fant indicates conditions requiring differential roent- 
gen diagnosis, according to a report by Herbert H. 
Benson, M.D., and George Jacobson, M.D. in The 
American Journal of Roentgenology, Radium Ther- 
apy, and Nuclear Medicine, September 1959. The 
authors describe four cases that confirm previous re- 
ports that such deficiency of gas may result from 
conditions other than actual intestinal obstruction. 
Although the symptoms closely resembled those of 
obstruction, they were found to be due to respiratory 
difficulty in two cases and dehydration and diarrhea 
in the other two. 
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Roentgen studies have demonstrated that gas js 
consistently present in the small intestine, in the nor. 
mal infant; the transport time of intestinal gas jg 
thought to be fairly constant except in feeble or pre. 
mature infants. Therefore the absence of gas in the 
small intestine has usually been considered a sign of 
intestinal obstruction. In one of the authors’ cases, 
considered to represent small bowel obstruction, 
roentgenograms did not exclude this possibility, and 
an exploratory operation was performed which dis- 
closed no evidence of obstruction or other abnor- 
mality. It°was concluded that the infant’s condition 
was due to nonspecific enteritis. The fourth case pre- 
sented a similar clinical and roentgenographic prob- 
lem; therefore it was decided to defer surgical exami- 
nation and to try a contrast study instead. Lipiodol 
was given orally, and rapid passage through small 
and large intestine demonstrated a patent gastroin- 
testinal tract. The infant recovered quickly on a 
regimen of hydration and antibiotics. 

The authors conclude that radiopaque contrast 
studies are of value in differentiating true obstruction 
from simulated obstruction in early life. Lipiodol and 
water-soluble media are preferred to barium for use 
in infants; the water-soluble media have the added 
advantage of hypertonicity which results in rapid 
passage through the small intestine, facilitating early 
diagnosis. There is little or no absorption from the 
gastrointestinal tract and no toxic symptoms have 
been observed. 


Childhood schizophrenia 


> The vital role of the family physician in the early 
diagnosis of schizophrenia is emphasized in an article 
by Ronald R. Koegler, M.D., and Edward G. Colbert, 
M.D., in The Journal of the American Medical Asso- 
ciation, October 24, 1959. A major problem in child- 
hood schizophrenia is that although the condition 
may be evident when the child is 2 years old, the 
diagnosis is likely to be missed for years; after that, 
treatment is impracticable. Diagnosis rests mainly on 
the developmental history and clinical observation 
of the neurophysiologic status of the patient, with at- 
tention to the degree of socialization and the play 
pattern. This is primarily the responsibility of the 
family physician and pediatrician. 

The investigation reported by the authors tends to 
confirm previous findings of neurophysiologic differ- 
ences between schizophrenic and nonschizophrenic 
children. Although the possible site of dysfunction is 
the brain stem reticular core, the changes are subtle 
and widespread through the nervous system. In the 
cases studied by these authors, the patients showed 


‘disorder in many areas, including the sleep pattern. 


The significant differences noted fell in the general 
categories of decreased socialization, abnormal play 
patterns, and evidence of neurophysiologic disturb- 
ance. Persistent toe-walking and spontaneous whirl- 
ing were frequently observed, along with a preoccu- 
pation with spinning objects and a tendency to with- 
draw from the external world. Such regression in be- 
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havioral development usually appears rather sudden- 
ly, after a period of normal development until the 
age of 1, 2, or 3 years. Frequently the patients re- 

nd to treatment with various combinations of 
drugs, psychotherapy, and environmental manipula- 


tion. 

Although the cause of childhood schizophrenia is 
unknown, it is believed that both constitutional and 
environmental factors are important. Along with the 
diagnostic elements that the physician must be aware 
of, it is emphasized that no dynamic factor can of 
itself produce schizophrenia in a child; the child 
must have an x factor, a constitutional predisposition, 
which of itself or in combination with stress produces 
the syndrome. The physician must carefully avoid 
the traditional tendency to blame the parents, espe- 
cially the mother, for the pathologic emotional 
changes in the child. Parents should be fully in- 
formed about the nature of the disease so that they 
can cooperate in the treatment program, unhampered 
by the feelings of guilt or shame that are sometimes 
engendered by child guidance authorities. 


Facts and fallacies about 
gonorrhea and syphilis 


> In view of the current magnitude of venereal dis- 
ease incidence, it is high time that recently estab- 
lished facts be substituted for concepts that have 
become fallacious, says Warfield Garson, M.D., in 
California Medicine, October 1959. With regard to 
gonorrhea, for example, many physicians and clinics 
are using diagnostic technics poorly justifiable in the 
light of recent research, and are unaware of the limi- 
tations of even the best technics. Although it is 
generally agreed that gonorrhea in women cannot be 
diagnosed by clinical means alone, it is not so well 
known that even when clinical data are correlated 
with those from smears and cultures, the diagnosis 
will be accurate in only 50 to 75 per cent of cases. 
This fact emphasizes the limitations of diagnostic 
technics and the importance of epidemiologic diag- 
nosis in controlling the disease in a community. 
Moreover, it is not true that the organism causing 
gonorrhea is just as susceptible to penicillin as the 
organism causing syphilis. Not only does the gono- 
coccus require a much higher concentration of peni- 
cillin for inhibition, but also there is considerable 
variation between strains, as well as evidence of in- 
creasing emergence of penicillin-resistant strains. 
Results of the author’s laboratory studies indicate 
that the previous concept of penicillin dosage in 
gonorrhea is fallacious, and that successful treatment 
requires higher levels of the drug over a much longer 
time than has been customary. Among observations 
of basic experiments, the author reports that the en- 
dotoxin of the gonococcus is not a protein, as has 
been believed, but apparently a lipopolysaccharide, 
an observation of possible significance in the develop- 
ment of serologic and skin tests for gonorrhea. Such 
studies may lead also to means of developing hyper- 
immunity in the host. 

With regard to syphilis, the former belief that 
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while almost anyone could diagnose the disease it 
took an expert to treat it must now be practically 
reversed. Treatment has been so simplified that any 
competent physician can handle it well; diagnosis, 
however, has been made difficult by the decline of 
the disease, the multitude of new serodiagnostic pro- 
cedures, and possibly an increase in diseases asso- 
ciated with biologic false-positive reactions. Of ma- 
jor importance is the interpretation of serologic tests, 
which can only give information as to the immuno- 
logic status of the patient; none of the new technics 
confer diagnostic infallibility with regard to syphilis. 
The laboratory cannot substitute for the physician's 
brains, knowledge, and experience concerning syph- 
ilis as a disease. 


Glucosamine-potentiated oxytetracycline 
and sulfamethizole for urinary infections 


> The efficacy of combined therapy with oxytetra- 
cycline and sulfamethizole in urinary-tract infec- 
tions is evaluated in this report by George R. Naga- 
matsu, M.D., in Antibiotic Medicine & Clinical Ther- 
apy, September 1959. Oxytetracycline is considered 
especially useful against deep-seated infections of 
the urinary tract, while sulfamethizole is effective 
against common infections not associated with deep 
obstructive lesions. Both drugs have a broad anti- 
bacterial spectrum. 

In addition to the antibiotic and sulfonamide 
agents, the capsules used in this study contained 
phenylazodiamino-pyridine, which produces marked 
analgesia in the mucosa of the lower urinary tract, 
and d-glucosamine, which potentiates the absorp- 
tion of oxytetracycline. The combination was ad- 
ministered to 67 adult patients with chronic or acute 
urinary-tract infections. Histories of 5 typical cases 
are included in the article. It was found that most 
pathogenic organisms encountered, including Pro- 
teus vulgaris, were susceptible to this combination, 
which effected a cure in 31 cases and improvement 
in 28. Tolerance to the preparation was uniformly 
good, and incidence and severity of side effects were 
within the range characterizing antibacterial prep- 
erations in general. 


Stabilization in the low back complex 


> Derangement of a portion of the short muscle- 
ligament system, or “sprung back,” is the subject 
of this article by H. P. Kopell, M.D., and W. A. 
L. Thompson, M.D., in Postgraduate Medicine, No- 
vember 1959. The myoligamentous system of the 
back has two basic functions: segmental stabiliza- 
tion, and movement of the stabilized segments as a 
group. Stabilization is brought about by the intrinsic 
or small muscle-ligament system acting on the inter- 
vertebral joints. Gross motion then is brought about 
by the long muscles that span more than one inter-. 
vertebral space. The sprung back can occur at any 
level of the lumbar spine, and can cause both local 
and peripheral pain. If the symptoms reflect a serious 
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myoligamentous inadequacy, it is necessary to de- 
termine the level of derangement as a guide to fur- 
ther diagnosis and treatment. For accurate deter- 
mination of the primary unstable level the authors 
inject hydrocortisone into the interspinous space 
which exhibits the most tenderness. This treatment 
permits localization of the affected level and gives 
some idea of the degree of derangement; in addition, 
the injection can help differentiate pain of continuing 
root pressure from referred pain of a sprung back. 
In many cases, sufficient relief is obtained to give 
the injection therapeutic as well as diagnostic sig- 
nificance, and to permit treatment to be given on an 
ambulatory basis. 

The authors classify back disabilities in four major 
functional groups: (1) acute sciatic scoliosis; (2) 
low back pain with peripheral radiation and nega- 
tive neurologic findings; (3) low back pain with 
peripheral radiation and positive neurologic findings; 
and (4) chronic low back pain. The classification is 
purely clinical; roentgen studies are important to 
rule out causes of back disability other than myolig- 
amentous derangement. Injection of hydrocortisone 
in the proper interspinous space usually relieves the 
derivative muscle spasm of sciatic scoliosis in a 
dramatic fashion, and this in itself may permit re- 
alignment of the acutely deranged stabilization 
mechanism. In group 2, the action of hydrocortisone 
in relieving pain indicates that the derangements are 
accompanied by an inflammatory reaction which aug- 
ments dysfunction. In group 3, there usually is good 
relief of the back component but only moderate re- 
lief of the extremity pain, a fact which is useful in 
differentiating group 2 from group 3. Although pain 
may be relieved, the objective neurologic findings 
usually resolve slowly. In cases of chronic backache, 
although relief is often obtained, additional measures 
usually are necessary to control recurrence. These 
include an exercise program, heel lifts to offset differ- 
ence in leg length, and low back supports to aid in 
stabilization. 


Neurologic manifestations of chronic 
carbon monoxide poisoning 


> A case of chronic carbon monoxide poisoning 
verified by a significantly elevated blood carbon 
monoxide level is reported by Gordon J. Gilbert, 
M.D., and Gilbert H. Glaser, M.D., in The New Eng- 
land Journal of Medicine, December 10, 1959. The 
patient, a 50-year-old policeman, had anorexia, 
weight loss, a fluctuating organic mental syndrome, 
and recurrent episodes of loss of consciousness, each 
attack preceded by a period of dizziness and ataxia. 
He had been treated with anticonvulsants for 2 years 
without any change in the frequency of the attacks. 
In September 1958 a diagnosis was made of psy- 
chomotor seizures and cerebral atrophy, origin un- 


determined, and primidone was added to his anti. 
convulsant regimen. By the following May his cop. 
dition was worse; his personality had deteriorated 
markedly. At this time a detailed occupational his. 
tory was obtained which revealed that the patient 
had fairly constant exposure to exhaust fumes jn 
the police garage. A blood sample drawn after the 
patient had been away from his job for 30 hours, 
showed 20 per cent saturation with carbon monoxide, 

The symptoms of chronic carbon monoxide poison. 
ing are mainly the symptoms of anoxia. Lesions in the 
central nervous system caused by this condition haye 
not been well documented in man; in dogs, the le. 
sions have been found to consist of pyknosis and 
loss of cortical neurons, glial proliferations, and areas 
of focal necrosis. These and other changes noted 
are regarded as nonspecific, being associated with 
many forms of diffuse anoxic encephalopathy. Treat- 
ment is based on environmental manipulation for 
both prophylactic and corrective measures. The 
prognosis is excellent; in most treated cases the 
symptoms clear in 2 weeks. The neurologic symp- 
toms may subside slowly, and serial electroenceph- 
alograms may be useful in following the course of 
recovery. 

In the case reported, after the patient was with- 
drawn from the source of exposure in serial electro- 
encephalograms showed progressive clearing of focal 
and paroxysmal abnormalities, correlated with clini- 
cal improvement. The patient has remained essen- 
tially asymptomatic. 


Left-sided pain 
in disease of the gallbladder 


> Knowledge that left-sided pain can occur in dis- 
ease of the gallbladder can aid materially in diag- 
nosis, according to a report by Lucian A. Smith, 
M.D., in the Proceedings of the Staff Meetings of 
The Mayo Clinic, December 23, 1959. 

In 247 consecutive cases of proved cholecystitis, 
left-sided pain or bilateral referral of pain occurred 
in 58, or 23.4 per cent. The left-sided sites included 
the left upper abdominal quadrant, bilateral encir- 
clement of the trunk, left hypochondrial, left sub- 
scapular, left interscapular, shoulder or shoulder- 
arm, and bilateral subscapular areas. Pain referred 
to upper lumbar areas usually signified associated 
pancreatitis. The best explanation of left-sided pain, 
in the opinion of the author, is that there is bilateral 
visceral innervation of the extrahepatic biliary ducts, 
with predominance on the right side. 

Knowing that such pain is not necessarily “atypi- 
cal,” the examiner can use the information as an aid 


_in interpreting left-sided pain in cases in which gall- 


stones are known to exist, in establishing a definitive 
diagnosis, and in identifying associated diseases or 
complications. 


>» Books for review which were received during the period 
from January 5 to February 5 are listed on pages A-212 to 
A-215. Reviews of these books will be published as space 


permits. 


> OTTO RANK: A Biographical Study Based on Note- 
books, Letters, Collected Writings, Therapeutic Achieve- 
ments, and Personal Associations. By Julia Jessie Taft. 
Cloth. Pp. 299. Price $6.50. Julian Press, 80 East 11th Street, 
New York 3, 1958. 


Jessie Taft’s life of her teacher, analyst, and guide 
will have meaning to the informed reader, I am 
afraid, only as an extensive footnote to the life story 
of Sigmund Freud. 

But it is an important footnote, since Rank was the 
one whom Freud selected for the job of extending 
psychoanalysis far beyond its medical frontiers. His 
books on the hero myths, his monumental work on 
incest in legend and literature, his editorship of the 
first analytic journal devoted to cultural problems— 
all these did more than provide external confirma- 
tion of Freud’s discoveries. They helped to color 
psychoanalysis itself, until it became what a psy- 
chiatrist called more basic anthropology than medi- 
cine. In other words, Rank personified “the question 
of lay analysis.” 

Taft’s work helps make it clear that neither Freud 
nor any of his earliest followers ever doubted that 
psychoanalytic therapy was a medical discipline. 
But Freud looked forward to a time when nonmedi- 
cal applications of his work, in studies of religion 
and society, in education and law, would become 
the basic province of psychoanalysis. This outlook is 
likewise reflected in his hope that a chemotherapy 
would some day assume the burden of the neuroses 
and psychoses. For Freud, Rank represented the 
bridge to this future. 

This industrious, ingenious “crown prince,” whom 
Freud secretly subsidized through secondary school, 
college, and graduate work, was the child of a poor 
Jewish family in Vienna. Forced to work at the ma- 
chinist’s trade, the proud wretched boy hoped to 
become a writer, with Schopenhauer and Nietzsche 
as his inspirations. It was a deeply original extension 
of depth psychology to the problems of art and cre- 
ativity that brought him to Freud’s attention. The 
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artist remained the center of Rank’s thought to the 
end. 

Freud deliberately asked him not to study medi- 
cine. Then, in 1922, Rank was struck two shattering 
blows. First, he learned that his patron, indeed his 
major support, was dying of cancer. Second, he 
learned from Freud himself that it was precisely his 
nonmedical training that would keep him from be- 
coming the next leader of the international psycho- 
analytic movement. 

What were the results of these two emotional 
traumas?—a tremendous creative outpouring, fol- 
lowed by a mental and moral collapse. He had to get 
free of a society where he could never be a father- 
great man, but always a hero-son. He denied his 
dependence on fatherhood. And he set out to prove 
himself a revolutionary master in therapy, where all 
his brother-physicians were mere stumblers and fol- 
lowers. 

In The Trauma of Birth we have a masterly state- 
ment of the case for a basic neurosis. Freud had al- 
ways maintained that conflict with the father over 
the incest prohibition was the barrier that sent neu- 
rotics back to pregenital modes of enjoyment, con- 
flict and sublimation. In Rank’s work we have the 
new idea that a pre-Oedipal problem is the nucleus 
of human nature. Not incest conflicts, but inability 
to overcome the trauma of separation from the 
mother, is the source of psychopathology and cul- 
ture. Therapeutically, Rank now insisted that the 
transference observed in the analytical situation was 
always maternal and not a paternal one. He devised 
a short-term treatment (concentrating on it as a 
repetition of the birth trauma.) 

If a poll were taken among present-day psycho- 
analysts, it would be found, I believe, that Rank’s 
theoretical differences with Freud, at that time, have 
gained general acceptance in practice. Freud himself 
was quite receptive and happy about Rank’s ideas, 
if skeptical. It was Freud’s followers who turned 
heresy-hunter and helped Rank accomplish his per- 
sonal objective—separation from the analytic group, 
foundation of a new school, and eventual total rejec- 
tion of all psychoanalytic principles. 

Rank’s last years are a series of cyclothymic epi- 
sodes, accompanied by constant theoretic revisions, 
ultimately amounting to a negation of all scientific 
certainty in the areas of mind and society. 

The saddest episode in the book, however, is his 
effort to rejoin psychoanalysis in 1924. It must be 
admitted that none of his later activities or writings 
present such a picture of ethical and intellectual 
debasement. His recantation sounds like a Russian 
confession. And the humiliating loss of integrity it 
reflects is also a reflection on the analysts who would 


ask for and welcome it. 
Cecn. Harris, D.O. 
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> CLINICAL DERMATOLOGY. For Students and Prac- 
titioners. By Harry M. Robinson, Jr., B.S., M.D., Professor of 
Dermatology and Head of the Division of Dermatology, Uni- 
versity of Maryland School of Medicine; Chief Dermatologist, 
University Hospital; and Raymond C. V. Robinson, B.S., 
M.D., M.Sc., Associate Professor of Dermatology, University 
of Maryland School of Medicine; Assistant Chief of the Der- 
matology Clinic, University Hospital. Cloth. Pp. 242, with 
illustrations. Price $8.50. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2, 1959. 


This book is written to serve as a “primer” in derma- 
tologic diagnosis. The statements are concise, fac- 
tual, and brief. Each disease is listed with synonyms, 
etiology, diagnostic aids, relation to systemic disease 
(when significant), diseases to be differentiated, and 
a brief resume of therapy. 

Of particular interest to men in general practice 
would be the chapter which includes charts of differ- 
ential diagnosis by morphologic character. There are 
lists such as: Annular lesions—Macules, Annular 
lesions—Papules, and Annular lesions—Vesicles. The 
charts include columns on disease, sites, secondary 
lesions, special characteristics, etiology, and diagnos- 
tic tests. This is then carried through for linear 
groups, grouped vesicles, umbilicated lesions, excor- 
iated lesions, ulcers, and alopecias. A further com- 
mendable feature is the inclusion of chapters de- 
voted to such special problems as eruptions involv- 
ing the scalp and other hairy areas, mucous mem- 
branes, sweat gland lesions, nail lesions, and periph- 
eral vascular diseases. 

The pictures are excellent and their liberal use 
enhances the over-all quality of the text. Students 
and physicians in general practice would find this 


a readily usable book. 
A. P. Uxsricn, D.O. 


®» DISEASES OF MEDICAL PROGRESS. A Survey of 
Diseases and Syndromes Unintentionally Induced as the Re- 


sult of Properly Indicated, Widely-accepted Therapeutic Pro- 


cedures. By Robert H. Moser, B.S., M.D., Major, Medical 
Corps, U.S. Army; Assistant Chief, Department of Medicine, 
Brooke Army Hospital; Associate Professor of Internal Medi- 
cine, Graduate School, Baylor University, Houston, Texas. 
Cloth. Pp. 131. Price $4.75. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1959. 


What began with Dr. Moser as a casual study later 
expanded to a paper presented at a U. S. Army- 
Europe Medical-Surgical Conference in Frankfurt. 
This was published in The New England Journal of 
Medicine in September 1956, and was so well re- 
ceived that it was expanded again, this time into a 
book-length monograph on iatrogenic diseases. 

The author's common denominator for conditions 
to be included in this book are “diseases that would 
not have occurred if sound therapeutic procedures 
had not been employed.” The problem is not ap- 
proached only from the aspects of drug impurity, im- 
proper dosage, or individual sensitivity, but it ex- 
pands into areas where explanations cannot be found. 
These include drug reactions which can cause en- 
zymatic, metabolic, or mechanical disruptions. 

The book is quite small, and more than half of it 
is devoted to bibliography and index. The author has 
purposely made his bibliography comprehensive so 
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that references relating to a particular problem can 
be easily found and studied, without having to “wade 
through” a great deal of extraneous matter. The jn. 
dex also is designed for quick reference. 

The text is descriptive rather than interpretative 
and it is arranged in convenient outline form. Many 
times there is a mere mention of a certain complica. 
tion, which would do no more than suggest the pos. 
sibilities to a practitioner who is faced with x symp. 
toms and y therapeutic measures. 

F. Dennette Adams, who wrote the Foreword, 
feels that this book has a place on the desk of every 
physician. He expresses the hope that “each physi- 
cian will study the pertinent section before initiating 
in any one of his patients a therapeutic measure of 
whose dangerous potentialities he may not be fully 
aware, 


>» MITRAL VALVULOTOMY. By Harold J. Stewart, M.D., 
Professor of Clinical Medicine, Cornell University Medical 
College, New York; Attending Physician, The New York Hos- 
pital; In Charge of Cardiology, Department of Medicine, The 
New York Hospital—Cornell Medical Center; and Frank 
Glenn, M.D., Lewis Atterbury Stimson Professor of Surgery 
(Chairman), Cornell University Medical College, New York; 
Surgeon-in-Chief, The New York Hospital—Cornell Medical 
Center. Cloth. Pp. 244, with illustrations. Price $10.50, 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1959. 


This is an extended monograph which describes the 
author’s experience in performing mitral valvulotomy 
on a total of 300 patients, covering the years 1951 
through early 1956. It is the type of material often 
published in journal articles except that it is much 
more complete, both extensively and intensively. 

The patients are divided into two groups. The 
first group is composed of 100 patients on whom the 
operation was performed in 1951 through 1953, and 
the other, of 200 patients whose operations were per- 
formed from 1954 through April 1956. Almost every 
conceivable aspect of these patients’ care is recorded, 
with the exception of cardiac catheterization which 
was not possible frequently enough to be used as an 
objective measurement. The data include such things 
as limitation or extension of everyday activities, the 
need for medication, subjective symptoms, objective 
evidences of heart failure, and even the number of 
pillows required for sleeping. Autopsy was obtained 
on a large percentage of those patients who died. 
Reports are given for each case, including particular 
reference to the state of the mitral valve as it was 
observed at various periods after operation. In addi- 
tion to the regular clinical findings there is a section 
which gives long term results on the first group of 
patients who underwent this operation. 

This book is very well put together and should be 
of great interest to any physician or surgeon who 
manages patients with mitral stenosis. There is both 
speculation for further thought and practical sugges- 
tions based on experience. As an example in the 
latter category, these doctors have found a very high 
incidence of gallbladder disease in patients with 
mitral stenosis, which has led them to perform 
roentgen studies of the gallbladder in all patients be- 


fore operation. If pathologic change is discovered, 
they seriously consider attacking the gallbladder 
roblem before performing mitral valvulotomy, since 
these patients often suffer an acute exacerbation of 
gallbladder symptoms after a heart operation. 

This book is by no means the only work on the 
subject, as is well known, but it is one of the most 


interesting. 


> OFFICE ORTHOPEDICS. By Lewis Cozen, M.D., 
F.A.C.S., Attending Orthopedic Surgeon, Cedars of Lebanon 
Hospital, Los Angeles; Senior Attending Orthopedic Surgeon, 
Los Angeles County General Hospital; Chief of Orthopedic 
Service, City of Hope Hospital, Duarte, California; Attending 
Orthopedic Surgeon, Veterans Administration General Medi- 
cal and Surgical Hospital, Los Angeles; Attending Surgeon, 
Orthopedic Hospital, Los Angeles; Consultant, United States 
Public Health Service; Associate Attending Surgeon, Mt. 
Sinai Hospital, Los Angeles; Assistant Professor of Orthopedic 
Surgery, College of Medical Evangelists, Los Angeles. Ed. 3. 
Cloth. Pp. 430, with illustrations. Price $9.50. Lea and Fe- 
biger, Washington Square, Philadelphia 6, 1959. 


4 modernized third edition of Dr. Cozen’s popular 
text for the general physician has been published. 
The new revision includes an emphasis on the use 
of intra-articular hydrocortisone, and gives detailed 
directions for its use. Other orthopedic maneuvers 
and operations are also described, along with their 
newest variations. 

As in previous editions, the book emphasizes the 
patient as he is met in everyday practice, and there- 
fore is arranged according to presenting complaint, 
diagnosis, and treatment. Special help is given to the 
physician who treats industrial patients or those with 
athletic injuries, and to many others who are interest- 
ed in orthopedics as only a small portion of their 
regular practice, such as pediatricians, internists, sur- 
geons, and interns. It has also been suggested that 
orthopedic surgeons will find herein new ideas which 
they can use to advantage. 


>» ARTHRITIS: General Principles, Physical Medicine and 
Rehabilitation. Edited by Edward W. Lowman, M.D., Asso- 
ciate Professor of Physical Medicine and Rehabilitation, New 
York University College of Medicine; Clinical Director, Insti- 
tute of Physical Medicine and Rehabilitation of the New 
York University-Bellevue Medical Center. Cloth. Pp. 292, 
with illustrations. Price $9.50. Little, Brown and Company, 
34 Beacon Street, Boston 6, 1959. 


The problems of the patient with arthritis, rather 
than the problems of arthritis, are the primary con- 
sideration of this book, which is one of the finest 
volumes on the subject ever assembled. 

The major portion of the book is related to the 
rehabilitation of persons suffering from the disease, 
although other information is also given. Included 
are such subjects as the choice of assistive devices, 
the use of therapeutic exercises in physical therapy, 
the roles of orthopedic surgery and general medical 
treatment, methods of testing the range of motion, 
and materials and methods used for splinting. A 
great deal of emphasis is given to the social and 
psychologic problems of the arthritic, and much 
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practical information—for example, in home-making 
training—is offered. The voluntary health agencies 
in this country and in Canada and Great Britain are 
described. Such specialized subjects as the role of 
the visiting nurse in the care of the homebound 
arthritic and occupational programs for such persons 
are discussed. 

This book ought to be available to all persons 
who care for arthritics—not only in physicians’ of- 
fices, but also on hospital wards where such persons 
are confined. It could be read with great profit in 
odd minutes by interns or nurses, and it is inviting 
enough that they would likely do so. 


> SYNOPSIS OF TREATMENT OF ANORECTAL DIS- 
EASES. By Stuart T. Ross, M.D., F.A.C.S., F.1.C.S., Diplo- 
mate of the American Board of Proctology; Secretary of the 
American Board of Proctology; Fellow and Past President 
of the American Proctologic Society; Fellow of the New York 
Proctologic Society; Fellow of the Pennsylvania Proctologic 
Society; Honorary Fellow of the New Jersey Proctologic 
Society; Corresponding Member of Sociedad Brasileira de 
Proctologia. Cloth. Pp. 240, with illustrations. Price $6.50. 
The C. V. Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1959. 


The trend toward streamlining, evident in so many 
fields, is manifested again in this small book which 
is designed to help the general practitioner and med- 
ical student understand the basic aspects of proctol- 
ogy. Extensive discussion of etiology, pathology, or 
major surgical technics, controversial points, refer- 
ences to statistics, and bibliography have been 
omitted, leaving only the essentials of diagnosis and 
treatment. The book is easy to use and illustrations 
are well chosen. It will no doubt find a ready audi- 
ence and wide usefulness. 


» PRINCIPLES OF DISABILITY EVALUATION. By 
Wilmer Cauthorn Smith, M.D., Chief Medical Advisor, Ore- 
gon State Industrial Accident Commission; Fellow, American 
Association for the Surgery of Trauma. Cloth. Pp. 210. 
Frice $7.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1959. 


Following is the author's reason for writing this 


book: 


The appalling shortcoming today of that branch of medical 
science which deals with the recognition and evaluation of 
disability is the lack of any available presentation covering 
the basic definitions, tenets and principles which are ab- 
solutely essential to the proper exercise of this medical 
function. The practice of disability evaluation cannot claim 
to be an art or hope to be a science, or in fact, be anything 
but stumbling empiricism without a rational or logical philos- 
ophy at its base. 


The author does not claim to have the entire answer 
to this great need; however, he sees his book as a 
possible beginning to what he hopes will someday 
be a well constructed science. 

The first section deals with the growing import- 
ance of disability evaluation and the attitude of the 
physician towards its various facets. The second dis- 
cusses a definition and elaboration of the concept 
of the medically ratable industrial disability; and 
the third, the problem of etiologic relationship be- 
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tween injury and disability or disease. The fourth 
section deals with evaluation of industrial disability, 
including the presentation and discussion of the con- 
cepts and principles which necessarily must underlie 
a rational approach to such appraisal. The last sec- 
tion is of course the largest and the most practical 
but, as the author points out, the basic concepts re- 
lated to disability evaluation are the real need for 
measuring disability. No yardstick or set of charts 
could properly indicate the ability of an individual 
to perform gainful work. 

The book is not complete but it is practical. The 
author has considerable experience as a medical ad- 
visor to a state industrial accident commission, and 
brings to this book much of the viewpoint of his 
own agency. However, this is no particular disad- 
vantage; it is much easier to adapt concrete ideas 
to one’s own situation than to grasp at generalities 
that are never quite said. 


» CEREBRAL ANGIOGRAPHY IN THE MANAGE- 
MENT OF HEAD TRAUMA. By Charles A. Carton, M.D., 
Formerly Assistant Professor of Neurosurgery, Baylor Uni- 
versity College of Medicine; Chief of Neurosurgery, Veterans 
Administration Hospital, Houston, Texas; Now Chief, Divi- 
sion of Neurosurgery, Montefiore Hospital, and Associate 
Clinical Professor of Surgery (Neurosurgery), Albert Einstein 
College of Medicine, New York City, New York. Cloth. Pp. 
157, with illustrations. Price $7.00. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 
1959. 


A neurosurgeon who became dissatisfied with treph- 
ination as the approach to the problem of intra- 
cranial bleeding in acute trauma, and later with the 
routine use of three burr holes on each side, began 
to experiment with angiography and to find more 
satisfactory results. This book reports his experi- 
ences and reviews as much literature as was avail- 
able to him, much of which was foreign. The sec- 
tions include an analysis of angiograms performed, 
types of traumatic lesions demonstrated by angio- 
grams, trauma superimposed or associated with 
other lesions, an evaluation of deaths and complica- 
tions in his series, and an evaluation of accuracy of 
angiography. Supplementary case histories and sta- 
tistics are included. The author’s conclusion was as 
follows: 


The information derived from the use of cerebral angio- 
graphy in acute head trauma far surpassed the angiographic 
risk and the use of this method of diagnosis made the treat- 
ment of head trauma more intelligible. 


®» EXPERIMENTATION IN MAN. By Henry K. Beecher, 
M.D., The Anesthesia Laboratory of the Harvard Medical 
School, Massachusetts General Hospital. Paper. Pp. 80. 
Price $3.50. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


Many aspects of the subject of human experimenta- 
tion are dealt with in this small volume, one of the 
American Lecture Series. The book is of particular 
value to research men, of course, but it also applies 
to the general physician, since no therapeutic agent 


acts in precisely the same manner in any two pa- 
tients. General aspects of the subject are discussed, 
as are the more difficult questions of controlled ex. 
perimentation, particularly when the experiment jg 
hazardous for its subjects. Both philosophic and 
practical aspects have been considered, the latter 
including a number of legal considerations and 
codes which have been established to control exper- 
imental practice. 

This is a book that could be read in an hour, but 
one which could have far-reaching effects on the 
attitude and practice of any thoughtful physician. 


®» THE PROCESS OF AGING IN THE NERVOUS Sys. 
TEM. Edited by James E. Birren, Ph.D., Henry A. Imus, 
Ph.D., and William F. Windle, Ph.D., Sc.D., of the U.S, 
Department of Health, Education, and Welfare Public 
Health Service, National Institutes of Health, Bethesda, 
Maryland. Cloth. Pp. 224, with illustrations. Price $7.00. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1959. 


Little is known about what normally takes place in 
the aging brain and nervous system. To supply some 
information in this field a conference was held in 
Bethesda, Maryland, in early 1957; proceedings are 
recorded in this book as a contribution in this spe- 
cialized area of geriatrics. There are discussions of 
tissue fluid environments, structural changes, regen- 
eration in relation to the process of aging, histo- 
chemistry, cellular physiology, biochemistry, circu- 
lation and metabolism, sensation, perception and 
modification of behavior, functional neurology, and 
clinical neuropathology by various participants in 
this conference. Four round-table discussions are 
also recorded in this book. Reports of research on 
animals as well as clinical experience are included. 

The book is one to be read through and absorbed 
rather than used as a reference, although a subject 
index does give limited aid in finding particular dis- 
cussions. 


> THE PHYSICAL TREATMENT OF VARICOSE UL- 
CERS. A Practical Manual for the Physiotherapist and Nurse. 
By R. Rowden Foote, F.I.C.S., M.R.C.S., L.R.C.P., D.R.C.O.G., 
Surgeon-in-charge, Varicose Vein Clinic, Harrow Hospital, 
Formerly Surgeon-in-charge, Varicose Vein Clinic, Royal Wa- 
terloo Hospital for Women and Children, London. With a 
Section on Electrical Adjuncts to Treatment by Miss T. Ware- 
ham, M.C.S.P. (Teacher’s Certificates) Superintendent Phys- 
iotherapist, St. Bartholomew’s Hospital, London. Paper. Pp. 
125, with illustrations. Price $4.00. The Williams & Wilkins 
Company, Mount Royal and Guilford Avenues, Baltimore 2, 
1958. 


This is a small manual by a British author designed 
for use by the physiotherapist and nurse. The author 
proceeds on the assumption that surgical treatment 
of the lesions should be reserved for only the most 
resistant cases—that most sufferers can be “healed 
and kept healed” by the use of physiotherapy, com- 
pression treatment, and simple exercises. The book 
is pocket sized and of extraordinary practicality, 
characteiized by economy of words and appropriate 
use of illustrations. 


NEW! 


USHER’S MARLEX MESH 
DAVOL 


A LINEAR POLYETHYLENE SURGICAL MESH 
FOR REPLACING TISSUE DEFECTS 
PACKAGED STERILE, FREE OF IMPURITIES, ECONOMICAL 


Extensive clinical experience* in the re- e Inert in Presence of Infection 
pair of tissue defects using USHER’S e Non Toxic 
MARLEX MESH indicates outstandin 

e Soft, Porous, Pliable 


properties inherent in this new material. 
Developed by Dr. Francis C. Usher, 


e Excep ne sleet Strength Clinical Associate Professor of Surgery, 
e Low Tissue Reaction Baylor University College of Medicine 


e Non Wettable For full information write: 


e Outstanding Chemical Resistance 
e Minimal Fragmentation pavor) RUBBER COMPA ANY 


JRUSHER, FRANCIS C., AND GANNON, J. P.: Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. 1. Experimental 
Studies. A.M.A. Arch. Surg., 78: 131-137, 1959. USHER, FRANCIS C., FRIES, J. G., OCHSNER, J., AND TUTTLE, L. L. D., JR.: 
Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. II. Clinical Studies A.M.A. Arch. Surg., 78: 138-145, 1959. 
USHER, FRANCIS C., OCHSNER, ‘J., AND TUTTLE, L. L. D., JR.: Use of Marlex Mesh in the Repair of Incisional Hernias. 
The American Sengean 24: 969-974, 1958. 
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in eight years Novahistine hasn’t cured a single cold—but it has brought 
prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. e For long-lasting ‘‘Novahistine Effect’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient’s discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


aa PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, Indiana 


Novahistine|P' 


LONG-ACTING 


| 
t Trademark 
. 


The first specific aldosterone-blocking agent... 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - HEPATIC CIRRHOSIS 
THE NEPHROTIC SYNDROME + IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 
A New Order of Therapeutic Activity 
ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the rénal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 


of action in the renal tubules, Aldactone has a true, . 


highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 

It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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aureus (see test, opposite 
page). This adds further emphasis to 

previous reports that even in very low concen 

trations, chlorhexidine works effectively 

against oral pathogens, particularly 
staphylococci, streptococci, and Candida 

albicans. available on request.) 


oderate infections and irritations of the 
mouth and throat... as an adjunct to systemic 
antibiotic or sulfonamide therapy...and 
_ before and after oral surgery. 


IBITANE”” LOZENGES chlorhexidine 


Each lozenge contains: 
Chlorhexidine 


aor Dosage: Dissolve a lozenge slowly inthe mouth | 
three or four times daily. May be increased 
Supplied: No. 838 — packages of 12 peach 
“HIBITANE” is available in the United States 


for 
the 
tense 


and 


Nervous 
patient 


relief comes fast and ‘comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 
® 
Wy) WALLACE LABORATORIES / New Brunswick, N. J. 


cM-8284 
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successful 


in a wide variety of infectious diseases encountered 
in daily practice. More than 120 published 

clinical reports attest to the superiority 

and effectiveness of oleandomycin-tetracycline. 


tontiated tet 


tetr 


with tr y y 


antibiotic of choice when sensitivity testing is difficult 
or impractical. 


THE HOUSE-CALL ANTIBIOTIC 


available as: 

CAPSULES ORAL SUSPENSION PEDIATRIC DROPS 
raspberry-flavored 

125 mg. 2 oz. bottle, 125 mg. 10 ec. bottle (with cali- 

250 mg. per teaspoonful (5 cc.) brated dropper), 5 mg. 


per drop (100 mg. per cc.) 


Each 250 mg. of Cosa-Signemycin contains 167 mg. of glucosamine- 
potentiated tetracycline and 83 mg. of triacetyloleandomycin. 


Bibliography and professional information booklet on COSA-SIGNEMYCIN 
available on request. 

Pfizer Science for the world’s well-being™ 

PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6,N. Y. 
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how does Mellaril differ from other potent tranquilizers? 


Mellaril 


THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 
but is virtually free of such toxic effects as 
Jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 


N 


greater speciticity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
— divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
ofa wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 
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new, long-acting anabolic stimulant 


for 


4 positive anabolic gains 
4+marked sense of well-being 
+ direct control of your patient 


+ greater economy 


One injection of DURABOLIN each week often induces a marked sense of 
well-being in the asthenic, undernourished, or “run-down” patient. Outlook 
and appetite improve. Sustained, positive nitrogen balance is established. 
Solid muscular tissue develops. Weight is gained without edema. The safest 
and most potent tissue-building agent, DURABOLIN is also the easiest to use 
and most economical. The physician injects it each week. There can be 
no unfilled prescription, no forgotten dose. Progress is observed directly. 
Adults: 25 mg. (1 cc.) i.m. weekly, or 50 mg. (2 cc.) every second week. 
Children: half adult dosage. ORGANON INC., Orange, N. J. 


Nandrolone phenpropionate injection, ORGANON 
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more closely approaches the ideal diuretic 


“When compared to other members of this heterocyclic 
of compounds, this drug [NATURETIN] shows a significantly jp. 


creased natriuresis and decreased loss of potassium and bicar. 

bonate. In this respect it more closely approaches a natural or 

‘ideal diuretic.’ It is effective upon continuous administration and 

causes no significant serum biochemical changes. It is effective 

in a wide variety of edematous and hypertensive states and 

represents a significant advance in diuretic therapy.” Ford, R.V: 
S 


Pharmacological observations on a more potent benzothiadiazine 
quibb Benzydroflumethiazide diuretic; accepted for publication by the American Heart Journal, 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 


Typical Doses: Chlorothiazide—1,000 mg.; Hydrochlorothiazide—50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 


1, Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959, 
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| “nthe individual response of the patient. When Naturetin is added to an anti- 


A single 5 mg. tablet once a day 
provides all these advantages’ 


¢ prolonged action — in excess of 18 hours 

¢ convenient once-a-day dosage 

» low daily dosage — more economical for the patient 

¢ no significant alteration in normal electrolyte excretion pattern 

9 repetitively effective as a diuretic and antihypertensive 

¢ greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
¢ potency maintained with continued administration 

¢ low toxicity — few side effects — low salt diets not necessary 


¢ comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 


¢ in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 
and other favorable clinical effects 


¢ purpura and agranulocytosis not observed 


¢ allergic reactions rarely observed 
*Reports (1959) to the Squibb Institute for Medical Research, 


Naturétin —Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids) ; in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 
Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 
Veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
‘top in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen... in hypochloremic alkalosis with or without hypokalemia .. . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 

to diabetes . .. when increased uric acid concentrations are noted . . . when signs — 
leg or abdominal cramps, pruritus, paresthesia, rash —suggestive of hypersensitivity, are noted. 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 
morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 
maintenance, 2.5 to 5.0 mg., daily in a single dose. Jn hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 


hypertensive regimen with other agents, lower maintenance doses of each 
drug should be used. 


Meturétin — suppiied: tablets of 2.5 mg. and 5 mg. (scored). 


AND “NATURETIN’ ARE SQUIBB TRADEMARKS. 
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Dosage: Usually 1 tablet (50 mg.) t.i.d. Minimal side reactions 
When used in combination, dosage i 
should be correspondingly reduced. Nonsoporific 


No known organic 
contraindications 
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protects 

against 
infection 
secondary 


hemorrhage" 
White's" 


muscle spasm, stimulates the flow 
saliva and spreads the medicatic 
widely over the mucosa. The ef 

ORABIOT C thus 


chewed 3 10-15 minutes q. 4 h. from 
first 


References: 
1957. 2. E.E.N.T. Mo. 36:294, May, 1957. 
E.E.N.T. Mo. 36:406, July, 1957. 


Nonifritating and virtually mone 


After a night of deep, refreshing sleep — this is the promise of Noludar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“Islept likealog” 


NOLU DAR 300 


brand of methyprylon 300-mg capsules 


aA ROCHE LABORATORIES » Division of Hoffmann-La Roche Inc » Nutley 10, New Jersey 
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a single chemical that is both a general non-narcotic 
analgesic and an effective muscle relaxant — 
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therefore ...in pain... 

where pain makes tension 

and tension makes pain... 
analexin stops both effectively 


AY Analexin is a new synthetic chemical (phenyramidol 
hydrochloride) that inherently possesses within one mo- 
lecular structure two different pharmacologic actions: (1) 
general analgesia, by raising the pain threshold and thus 
decieasing the perception of pain, and (2) muscle relaxa- 
tion, by selectively depressing subcortical, brain stem and 
spinal polysynaptic transmission (interneuronal block- 
ade), abolishing abnormal muscle tone without impairing 
normal neuromuscular 

&Y Although the analgesic potency of one tablet is clin- 
ically equivalent to one grain of codeine, Analexin is not 
narcotic or narcotic related. It is not habituating and tol- 
erance to the drug has not been noted. Muscle relaxant 
action is comparable to the most potent muscle relaxants 
available for oral use. The total effect is “analgomylaxa- 
tion’ —a new advance for the relief of pain. 


HCI 


The full chemical name for phenyramidol is 2-( Shydroxy- '_ = 
phenethylamino)-pyridine hydrochloride. It is unrelated 
to any currently available analgesic or muscle relaxant 


compound.” * 
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analexin provides 
effective relief 

of the total 

pain experience... 


kY The end result of pain, regardless of its origin, is dis- 
comfort or suffering paralleled by muscle tension. Thus 
muscle tension may play a fundamental role in the total 
pain experience even though it does not initiate the pain. 
Employment of a single agent that produces two distinct 
but associated physiologic responses has obvious advan- 
tages, for relief of the total pain experience is better 
accomplished by the integrated action of phenyramidol — 
which acts on both pain centers and muscle to produce 
analgesia and relieve muscle tension simultaneously. 


with remarkably 
few side effects 


RY Side effects such as sedation, euphoria, mental con- 
fusion and depression, sometimes associated with inter- 
neuronal blocking and certain analgesic agents have not 
been noted with Analexin. Incidence of reactions is low 
and those reactions that occasionally occur (such as gas- 
tric irritation and pruritus) are of a mild and transient 
nature and do not limit therapy.” 
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results with 
analexin in 
Clinical trials 


4Y Batterman, Grossman and Mouratoff’ compared 
Analexin with aspirin, sodium salicylate and a placebo 
in a series of 195 patients with various painful conditions. 
The authors concluded: 
“Not only is satisfactory relief of painful states achieved 
in the majority of patients regardless of etiology and 
duration of pain, but there is also no evidence sugges- 
tive of cumulative toxicity. Furthermore, in contrast to 
codeine and meperidine, the likelihood of untoward 
reactions occurring in ambulant patients is not high. 
This is a decided advantage since the control of pain 
in the ambulant patient with chronic pain is a major 
clinical problem’’ 
“Phenyramidol (Analexin), with therapeutic doses is 
not only safe for chronic administration, but also to 
date we have noted no adverse effect upon the cardio- 
vascular, gastrointestinal, respiratory, kidney, liver or 
central nervous systems.’ 
4 Wainer’ reported a series of 200 cases treated with 
phenyramidol for various painful conditions. In fifty of 
these patients who had dysmenorrhea, he saw excellent 
results in 40, good results in 5 and poor results in 5. 
Further examination in 4 cases not responding revealed 
presence of organic pathology. A second group of 50 
cases with headache and associated premenstrual tension 
responded with over-all excellent results. Wainer also 
reports the use of phenyramidol to replace codeine for 
postpartum pain and describes 100 cases wherein a 
combination of phenyramidol with aluminum aspirin 
(Analexin-AF) successfully replaced aspirin and codeine 


therapy. 


t 


more results 
with analexin in 
Clinical trials 


& \n another series of dysmenorrhea cases, Bader’ 
compiled data on 20 employees of a telephone company 
who required 2 to 2 days off from work every month 
regardless of prior therapy employed. Satisfactory re- 
sults were achieved in 15 out of 20 and a fair response in 
the remaining five. All were able to remain on the job 
although relief was not complete in the latter cases. 

A Bealer* treated 32 patients with phenyramidol mostly 
for musculoskeletal disorders and had good or very good 
results in 15, fair results in 14 and poor or inconclusive 
results in 2 patients. Cohen* used phenyramidol together 
with aspirin in 15 patients with such conditions as sciatic 
pain, osteoarthritis, anterior chest wall syndrome, etc. and 
got outstanding relief in 80 per cent. Gilbert’® reported 
that 15 patients with nonspecific headache had excellent 
relief in a matter of minutes with phenyramidol, and in 8 
cases of dry socket pain Bruno’ reports immediate relief 
in six cases and good results later in the other two after 
sockets were curetted under local anesthesia. Stern’ 
reported on 40 ambulatory cases with a variety of pain- 
ful conditions and saw good relief in 32 patients and 
poor in 8. Results were best in acute sacroiliac pain, myo- 
sitis, muscle spasm, fractures, pleurisy and neuritis. Ten 
of 13 patients with osteoarthritis responded very well and 
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analexin (phenyramido!) 
for relief of pain and muscle tension in: 
low back pain 
sprains and strains 
myalgia 
glass arm 
wry neck 
osteoarthritis 
dysmenorrhea 
tension headache 
gout 
postpartum pain 
epigastric distress 
(pylorospasms, gastritis, duodenal ulcer, cholecystitis) 
genitourinary conditions 
(premenstrual cramping or tension) 
abdominal distress 
(flatulence, colic) 
toothache and dry socket pain 


analexin-AF phenyramidol with aluminum aspirin) 
for relief of pain and muscle tension also 


involving inflammatory processes and/or fever, as in: 
arthritis 

arthralgia 

bursitis 

tendinitis 

myalgia of strain and tear 

pre- and postoperative toothache 


dosage: 

analexin: for relieving pain and/or muscle tension, one or two 
tablets every 4 hours. In dysmenorrhea, two tablets initially then 
one tablet every 2 to 4 hours cs needed. 


analexin-AF: two tablets every 4 hours or as required, 


supply: 
analexin tabletS—tach tablet contains 200 mg. of pheny- 
ramidol HCl. Bottles of 100 tablets. 


analexin-AF tablets — Each tablet contains 100 mg. of 
phenyramidol HC! and 300 mg. of aluminum aspirin. Bottles of 
100 tablets. 


REFERENCES: 1. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: 
J. Pharmacol. & Exper. Therap., in press. 2. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, 
H. D., and Mirsky, J. H.: Fed. Proc. 18:1694, 1959. 3. Gray, A. P, and Heitmeier, D. E.: J. 
Am. Chem. Soc. 81:4347, 1959. 4. Gray, A. P, and Heitmeier, D. E.: J. Am. Chem. Soc. 
81:4351, 1959. 5. Batterman, R. C.; Grossman, A. J., and Mouratoff, G. J.: Am. J. Med. Sc. 
238:315, 1959. 6. Wainer, A. S.: The Use of Phenyramidol in Obstetrics and Gynecology. 
Read before the New York Academy of Sciences, Dec. 5, 1959. 7. Bader, G.: Clinical Report 
511; 598. 8. Bealer, J. D.; Clinical Report 511; 592. 9. Cohen, B. M.: Clinical Report 511; 
596. 10. Gilbert, F: Clinical Report 511; 597.11. Bruno, E. A.: Clinical Report 511; 593. 
12. Stern, E.: Clinical Report 511; 599. 

Clinical Reports cited above are in the files of the Medical Department, Irwin, Neisler & Co. 


[Mleiaber] Irwin, Neisler & Co. Decatur, Illinois 


OF! 
in urologic patients taking: 


MANDELAMINE 


brand of methenamine mandelate 
DOSAGE: Adults—average dose is 2 Mandelamine 
Hafgrams, q.i.d. Children over 53—1 Mandelamine 
Hafgram q.i.d. Children under 5—1 tsp. Mandel- 
amine Suspension q.i.d. SUPPLIED: rane 


This is why Mandelamine is so excellent to use 
in chronic resistant urinary disorders. Antibac- 
terial but not antibiotic, Mandelamine is highly 
effective against many organisms resistant to anti- 
biotics (and sulfas, too). And since Mandelamine 
works solely within the urinary tract, sensitivity 
risks and systemic reactions are relatively rare, 
even during prolonged usage. Mandelamine is 
effective, well tolerated, and economical, too. 


MA-GPOL 


Hafgrams® (0.5 Gm. tablets); 0.25 
Gm. tablets; also pleasantly fla- 
vored Mandelamine Suspension 
containing 0.25 Gm. methenamine 
mandelate per 5-cc. teaspoonful. 
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DIAPHRAGMS! 


NINE REASONS WHY MORE AND MORE PHYSICIANS 


ARE USING THE CONTOURING 


DIAPHRAGM 


SANLIARY 


Reduces your fitting instruction time. 

. Patient ease of insertion—automatic placement. 
Develops patients’ confidence. Easy to use. 
Folds behind pubic bone with suction-like 
action, forming an effective barrier. 

Seals off cervical area. 

Locks in spermicidal lubricant—delivers 

it directly under and next to the os uteri. 

. Keeps its place—doesn’t shift. 

. Simple to remove. 

. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms 
may be used where ordinary coil-spring 
diaphragms are indicated and for Flat rim 
(Mensinga)-type as well. 


Recommend: KORO-FLEX Compact, the 
ONLY compact that provides the arcing dia- 
phragm (60-95 mm), jelly and Koromex cream 
(trial size). More satisfied patients result from 
trying both and then selecting the one best 
suited to physiological requirements. Elimi- 
nates guessing. Supplied in feminine clutch- 
style bag with zipper closure. 


Available in all prescription pharmacies. 
Write for descriptive literature. 
Always insist on the use of time-tested Koromex 


Jelly or Cream with diaphragm. 
HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET : NEW YORK 13, N.Y. 


Manufacturers of Koromex Products 
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after the first dose of 


brand of phenylazo-diamino-pyridine HCl 
antibacterial combinations, provides 
greater symptomatic relief in the recommended 
daily dose. This relief can be maintained for as long 


This is why Pyridium is so desirable for urologic 
patients with pain, burning, frequency or urgency. 
Pyridium brings fast comforting relief—usually 
within 30 minutes—because of its local analgesic 
effect. Since Pyridium is compatible with all anti- 
bacterials, it permits more flexible therapy. Thus, 
you can give the agent of your choice to control any 
underlying And unlike fixed analgesic- 


PY-GPO) 


as necessary because Pyridium is ex- 
tremely well tolerated. AVERAGE DOSE: 
Adults—2 tablets t.i.d. Children (9 to 
12)—1 tablet t.i.d. suppLiep: 0.1-Gm. 
tablets, bottles of 50, 500 and 1,000. 
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For topical infections, 
choose a B. & Co.” ‘SPORIN - 


Combines the anti- 


of hydrocortisone with 
Be the comprehensive 


brand OINTM bactericidal action 
of the antibiotics. 


Each gram contains: 


‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone ............... (1%) 10 mg. 
400 Units a special petrolatum base. 


Provides comprehensive ® 
bactericidal action 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin ......... sccvesce MOU Units 
5 mg. in a special petrolatum base. 


Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


Each gram contains: 


Polymyxin B Sulfate ........... 10,000 Units _in a special petrolatum base. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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The standard by which the effectiveness 
of other iron therapy MUST be measured 


MOL-IRON 


a specially processed, co-precipitated 
complex of molybdenized iron offering 
all these important advantages: 

@ MORE hemoglobin with @ LESS medication 
in a @ SHORTER period of time @ GREATER 
patient tolerance. @ and . . . costs no more than 
ordinary iron preparations. 

There is a MOL-IRON product for all of your 
patient needs, as listed on pp. 878 to 880 in your 
1960 Physicians Desk Reference. 


1 Erythrocytes 2 Polymorphonuclear Neutrophile 


3 Lymphocyte 4 Monocyte5 Eosinophile6 Basophile 
White Laboratories, Inc., Kenilworth, New Jersey 


JOURNAL A,O.A., VOL. 59, MARCH 1960 A-103 


\ 
H 
| 
| 
fi 
: 
i) 
3 
| 


while she is planning 
her family, 


she needs your help 
more than ever 


WHENEVER A DIAPHRAGM IS INDICATED 


the most widely prescribed contraceptive 


— 4 2 
as 
Ortho 


the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & solution QX Mutt 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-01 
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for relief that lasts —longer 


: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘ayDELTRA’- 
T.B.A.—20 mge./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vials. 


MERCK SHARP @ DOHME 
DIVISION OF MERCK &CO..INC. 
PHILADELPHIA 1, PA. 


Duration of relief 
exceeds that 
provided by any 
other steroid 
ester 43.2 daye—20 me) 


| 
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Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,609 


in the Therapy of 


Ideally, selection of the proper antibiotic for 
treatment of acute pharyngitis should await the 
laboratory reports on the susceptibility of the 
infecting bacteria. But the busy practitioner 
who sees many patients a day during the upper 
respiratory infection season may sometimes 
find it difficult to avoid the empirical choice of 
an antibiotic. Unfortunately, this practice may 
sometimes result in therapeutic failure. 

No matter what the pressure of the immediate 
situation, it is worthwhile to consider taking a 
bacterial specimen from the infected pharynx 
for culture and sensitivity studies before start- 
ing treatment. Thus, a rational basis will be 
provided for changing the antibiotic should the 
first choice prove ineffective. 


Which Antibiotic? 
All other things being equal, the drug of choice 
is the one to which the pathogen is most sus- 
ceptible. But if the exigencies of the situation 
force the physician to a prompt use of antibiotic, 
a broad-spectrum preparation that produces 
immediate high blood levels (e.g., tetracycline 
phosphate complex, TETREX) probably has the 
best chance of controlling the pathogen. 

Later, the laboratory report frequently may 
indicate that any one of several antibiotic agents 
would be equally effective against the particular 
microorganism in question. In such a case 
other factors such as frequency and severity of 
side effects, sensitizing potential and toxicity 
should be considered. 

If the acute pharyngitis in question should be 
due to gram-negative Klebsiella’, penicillin will 
be of no value, nor will erythromycin be effec- 
tive. However, this organism is susceptible to 
tetracycline. If the pathogen should turn out to 
be gram-positive Streptococcus or Staphylococ- 
cus, then penicillin, erythromycin, and tetra- 
cycline may all be effective against it. 

Penicillin, however, in addition to having a 
limited spectrum, also‘causes many minor and 
some serious sensitivity reactions. In a recent 
survey’ it was found that penicillin produced 
severe skin reactions. But most important was 
the observation that anaphylactic shock, with a 


ACUTE PHARYNGITIS, ESPECIALLY WITH LYMPHADENITIS 


fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

The tetracyclines (e.g., TETREX) have the 
advantages of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or 
his patients with repeated blood studies when 
he prescribes TETREX. Minor reactions such 
as gastric upsets or mild skin rashes occur oc- 
casionally. The most serious side effects are 
staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 


Some Microorganisms Susceptible* to 
Tetracycline (TETREX)> 


Streptococcus ; Staphylococcus ; Pneumococcus; 
Gonococcus; Meningococcus; C. diphtheriae; 
B. anthracis; E. coli; Proteus; A. aerogenes; 
K. pneumoniae; Shigella; Brucella; P. tularen- 
sis; H. influenzae; T. pallidum; Rickettsiae; 
Viruses of psittacosis and ornithosis, lympho- 
granuloma inguinale, primary atypical pneumo- 
nia; E. histolytica; D. granulomatosis. 
*Some strains are not susceptible. 
>Table adapted from Good , L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics, 2nd edi- 
= New York, The Macmillan Co., 1956, pp. 1322- 
1323. 


High blood, body fluid, and tissue levels of 
active drug are quickly attained when the new 
phosphate preparation of tetracycline (TETREX) 
is used. 

The semisynthetic tetracyclines have been in 
constant use since they were introduced in 
1952. They have been proved clinically and 
have established themselves as safe, effective, 
and valuable antibiotic agents. But the final 
decision, the choice of agent, and the control 
of therapy must remain where it has always 
been, in the hands of the individual physician. 
References: 1. Zinsser, H.: A Textbook of Bacteriology. lith edi- 
tion, New York, Appleton-Century-Crofts, 1957, p. 409. 2. Welch, H.: 
Lewis, C. H.; Weinstein, H. I., and Boeckman, B. B.: Severe 


reactions to antibiotics. A nationwide survey. Antibiotic Med. & 
Clin. Ther. 4:800 (December) 1957. 


BRISTOL LABORATORIES 


Division of Bristol-Myers Company 
SYRACUSE, NEW YORK 
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FOR Proven 
with extra relief from anxiety and tension 


The vast majority of meno- 
pausal women, especially 
on the first visit, are nerv- 
ous, apprehensive, and 
tense. PMB-200 or PMB- 
400 gives your patient the 
advantage of extra relief 
from anxiety and tension, 
particularly when the pa- 
tient is “high strung,” un- 
der prolonged emotional 
stress, or when psychogenic 
manifestations are acute. 


Proven menopausal bene- 
fits are confirmed by the 
wide clinical acceptance of 


“Premarin,” specifically 
for the relief of hot flushes 
and other symptoms of es- 
trogen deficiency, together 
with the well established 
tranquilizing efficacy of 
meprobamate. 


Two potencies to meet the 
needs of your patients: 


“PREMARINS WITH MEPROBAMATE* 


PMB-200—Each tablet 
contains conjugated estro- 
gens equine (“Premarin”) 
0.4 mg., and 200 mg. of 
meprobamate. When 
greater tranquilization is 
necessary you can pre- 
scribe PMB-400 — Each 
tablet contains conjugated 
estrogens equine (‘“Prem- 
arin’”’) 0.4 mg., and 400 mg. 
of meprobamate. Both 
potencies are available in 
bottles of 60 and 2 


AYERST LABORATORIES 
NewYork16,N.Y., Montreal,Canada 


*MEPROBAMATE, LICENSED UNDER U. 8. PAT. NO. 2,724,720. 9937 
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In response to physician demand 
more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPASIL- ESIDRIX fj SERPASIL- ESIDRIX 


SERPASIL® (reserpine cia) / ESIDRIX® (hydrochlorothiazide c1BA) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 
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Psychological burden 


For many diabetics on insulin, the syringe 
is a glaring reminder that they are “differ- 
ent” from those around them. The weight 
of this psychological burden may have 
profound, adverse effects on already-beset 
personalities. 

With Orinase, however, most diabet- 
ics can be given the rational alternative of 


* TRADEMARK, REG. U. S. PAT. OFF.—TOLBUTAMIDE, UPJOHN 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


oral management —free of paraphernalia 
and encumbrances. On Orinase, respon- 
sive diabetics live more normal lives. 
Their therapy is simpler, their disease 
more smoothly controlled. 


ORINASE 
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HIGH BLOOD PRESSURE 
OFTEN RESPONDS BEST TO 
‘ESIDRIX COMBINATIONS’ 


Esidrix potentiates action of standard 
antihypertensives, achieves lower blood 
pressure levels with fewer side effects 


Singoserp-Esidrix 


POTENTIATED THERAPY FOR MILD TO MODERATE HYPERTENSION 


Singoserp, a man-made analog of reserpine, provides the antihypertensive effect of compounds 
found naturally in the rauwolfia root but causes fewer and less severe side effects. In combination 
with Esidrix, it lowers blood pressure more effectively than single-product therapy. SUPPLIED: 
Singoserp-Esidrix Tablets #2 (white), each containing 1 mg. of Singoserp and 25 mg. of Esidrix. 
Tablets #1 (white), each containing 0.5 mg. of Singoserp and 25 mg. of Esidrix, 


TABLETS 
POTENTIATED THERAPY FOR THE ANXIOUS HYPERTENSIVE 
Serpasil-Esidrix gives anxiety-ridden hypertensive patients the pronounced central calming action 
they need while it brings their blood pressure down to lower levels than could be achieved with 
single-drug therapy. And the antihypertensive effect is faster — blood pressure usually begins to fall 
within the first few days of therapy. In addition, Serpasil-Esidrix controls the tachycardia that often 
accompanies hypertension. suppLieD: Serpasil-Esidrix Tablets (light orange, scored), each con- 
taining 0.1 mg. of Serpasil and 25 mg. of Esidrix. 


® e ® 
Apresoline-Esidrix 
POTENTIATED THERAPY FOR ADVANCING HYPERTENSION 


Apresoline-Esidrix is indicated in the treatment of moderate to severe forms of hypertension, espe- 
cially if complicated by edema or impaired renal circulation; and in toxemias of pregnancy. 
Apresoline-Esidrix achieves the three most important therapeutic objectives in moderate to severe 
hypertension: 1. Reduces diastolic as well as systolic blood pressure. 2. Increases renal blood flow 
and relaxes cerebral vascular tone. 3. Eliminates excess fluid. suppLiep: Apresoline-Esidrix Tablets 


(orange), each containing 25 mg. of Apresoline and 15 mg. of Esidrix. 
2/2760 MK SUMMIT Be: 
EstDRIx® (hydrochlorothiazide crea) / (syrosingopine and hydrochlorothiazide crea) / SERPASIL®-EsIDRIX® (reser- 


pine and hydrochlorothiazide c1pa) / APRESOLINE® hydrochlorid ® (hydralazine hydrochloride and hydrochlorothiazide cia) 
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with a one week course of daily injections 
Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists for months. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic manifesta- 
tions regardless of the offending allergens. It is not a 
histamine antagonist, nor does it merely minimize 
the effects of a single allergen. 

Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic measures. 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


Reports on over 3,000 patients have shown that 
over 70% derived marked benefit or complete relief 
following a single short course of Anergex injections. 
Effective in seasonal and nonseasonal rhinitis 
(pollens, dust, dander, molds, foods); allergic asthma; 
asthmatic bronchitis and eczema in children; food 
sensitivities. 

Available: Vials containing 8 ml.—one average treatment course. 

WRITE FOR REPRINTS AND LITERATURE 


Patent applied for 


allergy-tree 


anorectal comfort in minutes  Forfull symptomatic control 
in hemorrhoids, proctitis and pruritus ani start treatment with 2 Anusol-HC 
suppositories daily for 3 to 6 days to eliminate all inflammatory symptoms 
rapidly and safely. Then maintain lasting comfort with 1 regular Anusol 
suppository morning and evening and after each bowel movement. Neither 
product contains analgesics or narcotics, will not mask serious rectal pathology. 


anusol’ | anusol-HC 


hemorrhoidal suppositories and unguent dependable Anusol w/hydrocortisone MORRIS PLAING, Wid. 
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is the answer to the question 
“What best relieves the coughs and com- 
plications associated with the allergic man- 
ifestations of respiratory illness?” 


When you prescribe POLARAMINE Expec- 
torant, newest member of the Schering 
POLARAMINE Family, you treat your patient 
with a compound containing an antihistaminic 
which incorporates the very latest developments 
in antihistamine research. This is POLARAMINE 
(dexchlorpheniramine maleate), of greater therapeutic effective- 
ness, safety, and freedom from side effects than other antihis- 
taminics . . . and at lower dosages. 


Because of this active, rapid-acting antihistamine factor, 
POLARAMINE Expectorant treats thoroughly and effectively the 
allergic components and manifestations of respiratory illness. 
Congested, delicate membranes of the respiratory tract are soon 
returned to normal. 


Expectorant 


By augmenting respiratory tract fluid 
output, the two other components of 
POLARAMINE Expectorant— d-isoephed- 
rine, the orally effective bronchodilator 
and decongestant, and glyceryl guaiacolate, 
the superior expectorant — relieve unpro- 
ductive coughing and facilitate expectoration. 
Note also that the d-isoephedrine component 
complements the antihistaminic effect of POLAR- 
AMINE .. . helps provide subjective and objective 
relief of respiratory distress. And POLARAMINE Expectorant is 
more delicious than you expect—a new, really different flavor. 
Each teaspoonful (5 cc.) of POLARAMINE Expectorant contains 2 mg. 
POLARAMINE, 20 mg. d-isoephedrine sulfate, and 100 mg. glyceryl guaiacolate. 


Dosage: Adults, | or 2 teaspoonfuls, 3 or 4 times daily. Children, % or | 
teaspoonful, 3 or 4 times daily. Supply: 16 oz. bottles. 


A form for every need: POLARAMINE REPETABS, 6 mg., bottles of 100 and 
1000 / POLARAMINE REPETABS, 4 mg., bottles of 100 and 1000 / Tablets, 2 mg., 
bottles of 100 and 1000 / POLARAMINE Syrup, 2 mg. /5 cc., bottles of 16 oz. 


POLARAMINE ® Maleate, brand of dexchlorpheniramine maleate. REPETABS®, Repeat Action Tablets. EN-1463. 
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Truform Hinged Kneecaps Model 968 laced front 
(pictured), Model 969 without lacing, Model 970 
without lacing or two encireling straps. 

Lateral stability 


CONTROLLED stability 


Circular compression of the entire area covered is readily controlled by 
adjustment of the lacings.. . 

Lateral stability of the joint is effectively controlled by the two leather 
straps encircling the leg, to which the leather casings of the hinged steel 
side pieces are joined ... 

Controlled stability is most completely secured with this Truform Hinged 
Kneecap, another of the anatomically correct and therapeutically sound 
appliances by Truform. 

Truform Anatomical Supports are available to you and your patients 
only from the Ethical Appliance Dealer. 


\ 
He 
SURGICAL ANO 
POST-OPERATIVE SUPPORTS | 
CORRECTIVE BELTS 
AND SUPPORTS 
THERAPEUTIC 


TRUFORM 


anatomical supports 


Write for your copy of “The Red Book.” 3960 Rosslyn Drive, Cincinnati 9, Ohio 
BRANCHES: New York and San Francisco 


Many other types, in many models. 
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all quiet on the ulcer front Even under stress and tension 
Gelusil antacid adsorbent keeps peptic ulcer patients pain-free all day long. 
Gelusil is the only antacid that coats the ulcer with two protective, long-last- 
ing, acid-adsorbing gels while simultaneously removing excess acid. Pleas- 


ant-tasting Gelusil is all antacid —nonconstipating—contains no laxative. 


the physician’s antacid MORRIS PLAINS, NJ. 
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SUGGESTS ANO 
REASON FOR 


The impression that Tao is an unusually active antibiotic has 
steadily gained recognition by impressive clinical performance. 
Now come reports of in vivo and in vitro biological and bio- 
chemical evaluations that show Tao to be indeed unique.'? 


Tao differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to Tao) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 


In light of these findings, take another look at Tao perform- 
ance: *« 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
° Effective against 78% of 64 ‘‘antibiotic-resistant’’ epidemic 
staphylococci. (In the same study, chloramphenicol was active 
against 52%; erythromycin against only 25%)3 « No side 
effects in 94%; infrequent reactions mild and easily reversed 
* Quickly absorbed ¢ Highly palatable. 

Sound reasons to: Start with Tao to end 9 out of 10 common 
Gram-positive infections. 


Supplied: Tao Capsules— 250 mg., and 125 mg., bottles of 60. 
Tao for Oral Suspension— 125 mg. per tsp. (5 cc.) when re- 


constituted; unusually palatable cherry flavor; 60 cc. bottle.’ 


Prescription only. 


Other Tao forms available: Tao Pediatric Drops: flavorful, easy 
to administer. Tao®-AC: Tao analgesic, antihistaminic com- 


WY 


7% 


pound. Taomip®: Tao with triple sulfas. Intramuscular or Intra- 
venous: in clinical emergencies. Prescription only. 


1. English, A. R., and McBride, T. J.: Proc. Soc. Exper. Biol. & Med. 
100:880 (Apr.) 1959. 2. Celmer, W. D.: Antibiotics Annual 1958-1959, 
New York, Medical Encyclopedia, Inc., 1959, p. 277. 3. English, 
A. R., and Fink, F. C.: Antibiotics & Chemother. 8:420 (Aug.) 1958. 


designed 
for 
superior 
control 
of 
common 


positive 
infections 


(triacetyloleandomycin) 
Capsules/Oral Suspension 


‘New York 17, N. Y. 
Division, Chas. Pfizer’ & Co., Inc. 
Science for the World’s Well-Being 
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asthmatic...but symptom-free Prophylactic: use 


of Tedral helps your bronchial asthma patients breathe normally —live 


actively — avoid the fear and embarrassment of disabling attacks. 1 or 2 


Tedral tablets q.4.h. provide up to 4 ‘hours’ freedom from congestion and 


constriction. Or therapeutically, when stress brings symptomatic flare-ups, 


prescribe 1 Tedral tablet at the first sign of attack. 


TEDRAL 


the dependable antiasthmatic 


MORRIS PLAING, 
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SUCCINYLSULFATHIAZOLE- | 
NEOMYCIN SUSPENSION 

with PECTIN and KAOLIN 
CAUTION: Federal taw probibits 
dispensing without prescription. 


Merck Sharp & Dohme 
Division of Merck & Co., inc. 
Phitadelphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 

SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 

For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Oo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


AND SULI ARE OF MERCK & CO., INC, 
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HOMAGENETS 


The only homogenized vitamins in solid form 


Microphctographs show the special homogenizing process* used in the manufacture of Homa- 
genets results in extremely small vitamin particles—one-hundredth the size obtained by 
ordinary processes of tablet production. 

This increases the surface exposure of each vitamin 100 times—that is why the vitamins in 
Homagenets can be completely absorbed. The practical benefits are complete utilization, 
better storage of oil-soluble vitamins, and no ‘‘fishy’’ eructations. Also, the taste of the vitamins 
is masked so thoroughly that Homagenets can be chewed or dissolved in the mouth like candy. 

Homagenets are available in five formulas—Pediatric, Prenatal, Geriatric, Aoral, and 
Therapeutic. 

Write for samples and literature. 


THE SE. IWIPASSENGILL COMPANY 


Bristol, Tennessee NewYork « Kansas City + San Francisco 
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Lilly 


QUALITY / RESEARCH / INTEGRITY 


V-CILLIN K produces high levels of antibacterial activity 


Infections resolve rapidly with V-Cillin K. All patients absorb this oral penicillin and show 
therapeutic blood levels with recommended doses. The high levels of antibacterial activity 
achieved by V-Cillin K offer greater assurance of bactericidal concentration in the tissues— 
a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored tablets of 125 and 250 mg. 


also available 


V-Cillin K, Pediatric: A taste treat for young patients. In bottles of 40 and 80 cc. Each 5-cc. 
teaspoonful provides 125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 


Eli LitlLy ANDB COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A, 
033222 
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Conventions and 
meetings 


American College of Osteopathic In- 
ternists, western study conference, Am- 
bassador Hotel, Los Angeles, California, 
March 25-27. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Dallas, Texas, October 30-November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Florida. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Municipal Audito- 
rium, Kansas City, Mo., July 18-22. 
Program Chairman, Raymond L. 
Ruberg, 4614 Wayne Ave., Phila- 
delphia 44. 


American Osteopathic College of Proc- 
tology, annual clinical assembly and re- 
fresher course, Mayo Hotel, Tulsa, March 
28-April 1. Secretary, Eugene W. Egle, 
Lackland Clinic, 2335 Brown Rd., St. 
Louis 14. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Brown Palace Hotel, Denver, Colo- 
rado, September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 472, Kirks- 
ville, Missouri. 


Arkansas, annual meeting, Albert Pike 
Hotel, Little Rock, May 1-2. Chairman, 
H. V. Glenn, 424 S. Main St., Stuttgart. 
Secretary, R. M. Packard, 726 W. Wal- 
nut St., Rogers. 


Arizona, annual meeting, El] Conquis- 
tator Hotel, Tucson, May 6-8. General 
Chairman, Everett W. Gibson, 101 W. 
Ajo Way, Tucson. Executive Secretary, 
Mr. Stanley N. Schultz, Pina Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


California, annual meeting, Hotel Del’ 


Coronado, Coronado, April 27-30. Pro- 
gram Chairman, S. J. Aquila, 5622 Van 
Nuys Blvd., Van Nuys. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 4775 
Santa Monica Blvd., Los Angeles 29. 


Colorado: See Rocky Mountain Osteo- 
pathic Conference. 


Florida, annual meeting, September 
26-28. Program Chairman, Ralph L. 
Fischer, 333 Fourth Ave., Jacksonville 
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balanced weave 
assures 
uniform 
Su pport 


a scientifically ratio of 
FR - D warp (lengthwise) to woof (cross) 


threads in every ACE Bandage 


rovides a pressure pattern that— 
* guarantees even and controlled 
stretch 
- insures firmness under tension | 
* prevents bunching 
+ minimizes possibility of vein 
constriction 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


RUBBER ELASTIC BANDAGE sce rine 


Beach. Executive Director, Mr. Barton 
K. Johns, 5009 Central Ave., Tampa 3. 


Georgia, annual meeting, King and 
Prince Hotel, St. Simons Island, June 6- 
8. Program Chairman, Richard A. Payne, 
4071 Glenwood Rd., Decatur. Secretary, 
Raymond S. Houghton, 314 N. Dawson 
St., Thomasville. 


Idaho, annual convention, with Utah 
and Wyoming, at Pocatello, Idaho, June 
17-19. Program Chairman, L. D. Ander- 
son,-308 Eastman Bldg., Boise. 


‘Indiana, annual meeting, Marott Ho- 
tel, Indianapolis, May 14-17. Program 


Chairman, William Lynn Adams, 1500 
N. Delaware St., Indianapolis 2. Secre- 
tary, Arabelle B. Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, 
Des Moines, May 22-24. Program Chair- 
man, Jean F. LeRoque, 3305 S.W. Ninth 
St., Des Moines 15. Secretary, Mr. Her- 
man W. Walter, 200 Walnut Bldg., Des 
Moines 9. 


Maine, annual meeting, Samoset Ho- 
tel, Rockland, June 23-25. Program 
Chairman, David A. Patriquin, Kezar 
Falls. Executive Secretary, Mr. George 
R. Petty, Monmouth. 
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THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


> 
fs CHILDRES 


unusually safe; tasty syrup, 
10 mg. tablet 


record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


“... Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior. . Freedman, A. 
M.: eo Clin. North America 5:573 
(Aug.) 1958. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


..and for additional evidence 


Bayart, J.: belg. 

10: 164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87. 45 (Au .). 1957. 
Nathan, L. A., and Andelman, M. 
a M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


“seems to be the agent of. choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
~~ occurring in old age.” Smigel, 
J. et al.: J. Am. Geriatrics Soc. 
7: "Uan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
(Jan. 3) 1959. Coirault, R., et al.: 
Presse méd. 64:2239. (Dec. 26) 
1956. Robinson, H. M., Jr., et al.: 
South. M. J. 50:1282 (Oct:) 1957. 


does not impair mental acuity 


“*... especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
New York J. Med. §7:1742 (May 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


198 . Florida M. 


. 58: 
(May 15) 1958. Farah, L.: Inter- 
Rec, Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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Minnesota, annual meeting, Minne- 
apolis, May 5-7. Secretary, E. R. Kom- 
arek, 301 Granite Exchange Bldg., St. 
Cloud. 


Montana, annual meeting, Glacier 
Park Lodge, East Glacier Park, August 
5.6. Program Chairman, C. G. Sundelius, 
7-9 K-M Bldg., Kalispell. Secretary, 
Donald H. Schmidt, 506 26th St., N., 


Great Falls. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 25-27. Program 
Chairman, Robert R. Tonkens, 8218 
Winner Rd., Kansas City 25, Mo. Secre- 
tary, Stan J. Sulkowski, 1601 Belmont 
Ave., Kansas City 26, Mo. 


New Mexico, annual meeting, West- 
em Skies Hotel, Albuquerque, April 14- 
16. Program Chairman, M. C. Sims, 119 
Quincy St., N.E., Albuquerque. Secre- 
tary, Lory Baker, 400 N. Church St., Las 
Cruces. 


Northwest Osteopathic Convention, 
Ridpath Hotel, Spokane, Washington, 
June 20-22. Program Chairman, Wilbert 
B. Saunders, 4730 University Way, Seat- 
tle 5. 


Ohio, annual meeting, Neil House, 
Columbus, May 1-4. Program Chairman, 
W. B. Carnegie, 2600 Wooster Rd., 
Rocky River 16. Executive Secretary, 
Mr. William S. Konold, 53 W. Third 
Ave., Columbus 1. Refresher course, Ho- 
tel Cleveland, Cleveland, October 22-23. 
Executive Secretary, Mr. William S. 
Konold, 53 W. Third Ave., Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 2-4. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, Eric B. 
Johnston, 2920 Bloor St., W., Toronto 18. 


Oregon: See Northwest Osteopathic 
Convention. 


Rocky Mountain Osteopathic Confer- 
ence, Broadmoor Hotel, Colorado Springs, 
March 30-April 3. Secretary, C. R. 
Starks, 1459 Ogden St., Denver 18. 


South Dakota, annual meeting, Catar- 
ract Hotel, Sioux Falls, May 1-2. Pro- 
gram Chairman, Herman E. Gegner, 509 
S. Minnesota Ave., Sioux Falls. Secre- 
tary, Earl W. Hewlett, 417 W. 27th St., 
Sioux Falls. 


Texas, annual meeting, Baker Hotel, 
Dallas, April 28-30. Program Chairman, 
Roy B. Fisher, 1001 Montgomery St., 
Fort Worth 7. Executive Secretary, Phil 
R. Russell, 512 Bailey St., Fort Worth 7. 


Utah: See Idaho listing. 


Virginia, annual meeting, Williamsburg 
Inn, Williamsburg, May 27-28. Program 
Chairman, Felix D. Swope, 126 N. Co- 
lumbus St., Alexandria. Secretary, O. M. 
Wakefield, 2022 Atlantic Ave., Virginia 
Beach. 
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Metamine® Sustained helps 
you dilate the coronaries 


in coronary insufficiency 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action that nitroglycerin . . .”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.” 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,? and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 


WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shei. Leeming Ce Sac. New York 17, N.Y. *Patent applied for 


Kassel, L. E.: 


Washington: See Northwest Osteo- 
pathic Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 15-17. 


‘Program Chairman, Albert Moliskey, 570 


Main St., Follansbee. Executive Secre- 
tary, Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston 1. 


Wisconsin, annual meeting, Lake Lawn 
Lodge, Delavan, May 11-13. Program 
Chairman, James S. Crane, 407 W. Sil- 
ver Spring Dr., Milwaukee 17. Secretary, 
V. L. Sharp, 3924 S. 5lst St., Milwau- 
kee 19. 


Wyoming: See Idaho listing. 


State and 


national boards 


Arizona Those interested in profes- 
sional examinations should contact Rus- 
sell Peterson, D.O., secretary, Osteopath- 
ic Board of Registration and Examina- 
tion in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix. 


Colorado Basic science examinations 
May 4-5 at second floor lecture room, 
Y.M.C.A. Building, E. 16th Ave., and 
Lincoln St., Denver. Applications must 
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be filed by April 20. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


Colorado The State Board of Medical 
Examiners elected C. Robert Starks, 
D.O., president at the January meeting. 


Connecticut Basic science examina- 
tions June 11. Address Miss M. G. Reyn- 
olds, executive assistant, State Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 


District of Columbia Basic science 
examinations May 23-24. Applications 
must be filed by May 1. Address Dr. 
Paul Foley, deputy director, Department 
of Occupations and Professions, 1740 
Massachusetts Ave., N. W., Washington 
6, D. C. 


Hawaii For information on examina- 
tion dates write to Frank O. Gladding, 
D.O., secretary, Board of Osteopathic 
Examiners, 504 Kauikeolani Bldg., 116 
S. King St., Honolulu 13. 


Idaho Professional examinations June 
9. Address Mrs. Nan K. Wood, director, 
Occupational License Bureau, Depart- 
ment of Law Enforcement, State House, 
Boise. 


Illinois Examinations April 5-7 at 160 
N. La Salle St., Chicago. Applications 
must be filed by the middle of March. 


Address Mr. Frederic B. Selcke, superin- 
tendent, Department of Registration and 
Education, Capitol Bldg., Springfield. 


Iowa Professional examinations May 
12-13 at Senate Chamber, State House, 
Des Moines. Applications must be filed 
15 days prior to examination. Address 
Mr. H. W. Walter, assistant secretary, 
Osteopathic Board of Examiners, 519-20 
Insurance Exchange Bldg., Des Moines. 

Basic science examinations April 12 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


Kansas Professional examinations in 
June. Address Frances J. Nash, M.D., 
State Board of Healing Arts, New Broth- 
erhood Bldg., Kansas City. 

Basic science examinations June 10-11 
at University of Kansas Medical Center, 
Kansas City. Applications must be filed 
30 days prior to date of examination. Ad- 
dress Dr. L. C. Heckert, secretary, State 
Board of Basic Science Examiners, Pitts- 
burg. 


Maine Professional examinations June 
14-15. Address George Frederick Noel, 
D.O., secretary, State Board of Osteo- 
pathic Examination and Registration, 20 
Monument Square, Dover-Foxcroft. 


Maryland Professional examinations 
in June. Address Christopher L. Ginn, 


D.O., secretary, State Board of Osteo. 
pathic Examiners, 19 West Mulberry St., 
Baltimore 1. 


Michigan Basic science examinations 
in May. Address Mrs. Anne Baker, secre- 
tary, State Board of Examiners in the 
Basic Sciences, 116 Mason Bldg., Lan- 
sing. 


Minnesota _ Basic science examinations 
April 5 at University of Minnesota, Min- 
neapolis. Address Raymond N. Bieter, 
M.D., secretary, Board of Examiners in 
the Basic Sciences, 105 Millard’ Hall, 
University of Minnesota, Minneapolis 14, 


Mississippi Professional examinations 
in June. Address R. N. Whitfield, M.D., 
assistant secretary, State Board of Health, 
Jackson 5. 


Nevada Basic science examinations 
April 5. Address Kenneth C. Kemp, 
Ph.D., secretary, Board of Examiners in 
the Basic Sciences, Box 9355, University 
of Nevada, Reno. 


New Mexico Professional examina- 
tions June 15. Address L. D. Barbour, 
D.O., secretary, Board of Osteopathic 
Examination and Registration, Roswell 
Osteopathic Hospital, Roswell. 

Basic science examinations April 17. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 
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New York Professional examinations 
in June. Address John W. Paige, M.D., 
chief, Bureau of Professional Examina- 
tions and Registrations, 23 S. Pearl St., 


Albany. 


Ohio Professional examinations in 
June. Address H. M. Platter, M.D., sec- 
retary, State Medical Board, 21 W. Broad 
$t., Columbus 15. 


Oklahoma _ Basic science examinations 
April 15-16 at the Auditorium, University 
of ? Oklahoma Medical School, Oklahoma 
City. Applications must be filed 10 days 
prior to examinations. Address Secretary 
of State, State Capitol Bldg., Oklahoma 


City. 


Rhode Island Professional examina- 
tions April 7-8 at Providence. Address 
Mr. Thomas B. Casey, Administrator of 
Professional Regulation, 366 State Office 
Bldg., Providence. 

Basic science examinations May 11 at 
Room 366, State Office Bldg., Provi- 
dence. Applications must be filed 2 
weeks prior to examinations. Address Mr. 


Casey. 


South Dakota Basic science examina- 
tions in June. Address Gregg M. Evans, 
Ph.D., secretary, State Basic Science 
Board, 310 E. 15th, Yankton. 


Tennessee Professional examinations 
in February and August at Nashville. 


Address M. E. Coy, D.O., secretary, 


Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Texas Professional examinations June 
20-22 at Texas Hotel, Fort Worth. Ap- 
plications for examination must be filed 
10 days prior to meeting date. Applica- 
tions for licenses by reciprocity must be 
filed 30 days prior to the June meeting 
date. Address Miss Luanna Knox, assist- 
ant secretary, State Board of Medical 
Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Basic science examinations on April 8- 
9 in Austin, Galveston and Houston. Ap- 
plications must be filed by March 28. 
Address Mrs. Maria P. Hathaway, chief 
clerk, State Board of Examiners in Basic 
Sciences, Room 1012 State Office Bldg., 
201 East 14th St., Austin. 


Utah Professional examinations in 
June. Address Mr. Frank E. Lees, direc- 
tor, Registration Division, Department of 
Business Regulation, State Capitol, Salt 
Lake City 14. 


Vermont Professional examinations 
June 24-25 at Montpelier. Applications 
must be filed by June 10. Address C. D. 
Beale, D.O., secretary, State Board of 


Osteopathic Examination and Registra 
tion, Mead Bldg., Rutland. 


West Virginia Professional examina- 
tion June 13-14 at the Daniel Boone 
Hotel, Charleston. Applications for reci- 
procity either date. Address Donald C. 
Newell, D.O., secretary, Board of Os- 
teopathy,- Box 611, Oak Hill. 


Wisconsin Professional examinations 
April 22 for reciprocity applicants only 
at 115 So. Pinckney St., Room 28, Madi- 
son 3. Applications must be filed 2 weeks 
prior to examination. Address Thos. W. 
Tormey, Jr., M.D., secretary, State Board 
of Medical Examiners, 115 So. Pinckney 
St., Room 28, Madison 2. 

Basic science examinations April 9 at 
Room 145, Birge Hall, University of Wis- 
consin, Madison. Applications must be 
filed by March 31. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, 621 Ransom Street, 
Ripon. 


Wyoming Professional examinations 
June 6. Address James W. Sampson, 
M.D., secretary, State Board of Medical 
Examiners, State Office Bldg., Cheyenne. 


British Columbia Examinations in 
June. Applications must be filed 90 days 
prior to examinations. Address Lynn 
Gunn, M.D., registrar, Council of Col- 
lege of Physicians and Surgeons, 1807 
W. 10th Ave., Vancouver 9. 


formation A, fibrinogen, heparin, 


The importance of maintaining normal liver function— 


its repair when damaged -—is readily apparent. 
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Save your valuable tume! 


anew 36-page 
booklet saves your 
time by answering 
your patients’ ques- 
tions about menstrual 
hygiene problems 
and other aspects of 
their lives as women. 


Edited by physicians 
—easy to understand 
—anatomically correct 
illustrations. 


among 
the 
contents: 


The Reproductive System 
Menstruation 
Pregnancy 


rt ” + Breast Self-Examination 
Essence of Womanhood * When To Consult Your Physician 


Order your FREE copies today! — * Pelvic Examination 

+ Vaginal Discharge 

Difficulties During Menstruation 
Menopause 


PERSONAL PRODUCTS CORPORATION 
Box GO2A Milltown, New Jersey 


Please send me: 
“Essence of Womanhood” copies 
A free box of Modess Tampons (J Super [j Regular (7) Junior: 


Dr. 


Specialty. 
Street 
City. Zone State 
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| Milttown, New Jersey 


first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 
Antihistaminic Topical anesthetic 
PHENERGAN 
EXPECTORANT 

Promethazine Expectorant, Wyeth 

with Codeine Plain (without Codeine) Philadelphia 1, Pa. 


NEW NON-NARCOTIC FORMULA 
Pediatrie PHEENERGAN EXPECTORANT. 


with Dextromethorphan, Wyeth 
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Reregistration 
of osteopathic licenses 


April 1—Montana, $2 for those in ac- 
tive practice; $1 for those inactive. Ad- 
dress Warren E. Monger, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 64, Dillon. 


April 1—Wyoming, $2.50. Address 
James W. Sampson, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Cheyenne. 


May 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 519-20 
Insurance Exchange Bldg., Des Moines. 


May 1—Washington, $2.00. Address 
Mr. Thomas A. Carter, secretary, Profes- 
sional Division, Department of Licenses, 
Olympia. 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for non-residents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 13. 


During June—lllinois, $6.00. Address 
Mr. Frederic B. Selcke, Superintendent of 


Registration, Department of Registration 
and Education, Capitol Bldg., Springfield. 


Before June 30—Delaware, $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


Before June 30—Missouri, $2.50. Ad- 
dress Mr. John A. Hailey, executive sec- 
retary, Board of Registration for Healing 
Arts, P. O. Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 


Before July 1—West Virginia, $2.00. 
Address Donald C. Newell, D.O., secre- 
tary, Box 611, Oak Hill. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 


be obtained from the Secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, myst 
be in the secretary’s office by the No. 
vember 1 or April 1 preceding the ex. 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, fe 
cluding parasitology and immunology, 

Part II consists of examinations in sur: 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; ney. 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica, 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are; 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases, 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
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The recommended dosage is 2 Prostall capsules 
three times a day for two weeks, thereafter, 1 
capsule three times daily. Since nutritional 
factors require time, the regimen should be 
continued for a minimum of three months, 


sue of The Journal 


Associa 
Southwestern Medicine, © 


ion and in the 


Enlargement reduced ................ 92% 


Nocturia relieved ...................... 95% 
Urgent urination relieved.......... 81% 
Frequency urination reduced...... 73% 
Discomfort relieved .................. 71% 
Delayed micturition relieved...... 70% 


Prostall capsules contain 6 gr. of a mixture of aminoacetic acid (glycine), 


glutamic acid and alanine. 


for marked 


periodically. 


Write for professional literature 


improvement. Some cases need 


continuous therapy, while others require it 


Prostall capsules are ethically promoted. Sup- 
plied in bottles of 100 and 250 capsules. 


METABOLIC PRODUCTS 


DING> BOSTON 1 


| For Symptomatic Relief 
| Benign Prostatic Hypertrophy 
stigation ot right. ° 
results as indica 
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for those who prefer higher protein levels 


“Personal experience with the hunger of infants fed even 3.5 s 
Gm. (of protein) per kilogram makes us unwilling to reeommend aC Ul ry 
intakes of cow’s milk which would give less protein. Although 

the determinants of food intake are complex, the possibility modified milk formula 
exists that unmet nutritional needs may make the intake of ; - f 


3.5 Gm. and more of cow’s milk protein necessary....”* 
LACTUM (liquid and instant powder) supplies the higher _ |. 
protein level of modified milk formulas that has been used so 

successfully in the feeding of infants. In Lactum 16% of total Mead J oh nson 
calories is derived from protein. Symbol of service in medicine 


*Gordon, H. H., and Ganzon, A. F: J. Pediat. 54: 503 (April) 1959. 
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Before application of White’s Vitamin A & D After application of White’s Vitamin A & D 


Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


ment with White’s Vitamin A & D Ointment. 


2 
: | Before application of White’s Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment—Treatment-resistant varicose ulcer in & D Ointment—Completely healed ulcer pho- 
| elderly obese patient. tographed five weeks after the start of treat- 


Before applications of White’s Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment — Severe pressure sore in area over & D Ointment—The sore is now filled with 
greater tuberosity of femur. - granulation tissue and shows signs of re- 


epithelization at margins. 
Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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] year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 


nually. 

The National Board of Examiners will 
conduct the 1960 Part III examinations 
as follows: 

College of Osteopathic Physicians and 
Surgeons—March 19-20. 

Philadelphia College of Osteopathy— 
April 23-24. 

Detroit Osteopathic Hospital — April 
93-24. 

Kansas City College of Osteopathy and 
Surgery—April 23-24. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1953 must take Part III in 1960 
or forfeit the right to complete the ex- 
aminations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a l-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Amphetamine drugs* 


Statement by Arthur S. Flemming, 
Secretary of Health, Education, and Welfare, 
November 9, 1959 


A crackdown by the Food and Drug Ad- 
ministration against the bootlegging of 
amphetamine drugs, the initial phase of 
which has just been completed, has dis- 
closed a serious breakdown in our system 
of marketing controls for these drugs. 
Concentrating initially on the bootleg- 
ging of amphetamine to _truckdrivers, 
Food and Drug Administration inspec- 
tors obtained evidence that more than 
200 operators of truck stops and similar 
establishments were selling the tablets. 


_— from Public Health Reports, Jan, 
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In a number of instances, the inspec- 
tors also were able to learn where op- 
erators of the truck stops obtained the 
drugs, and as a result several wholesale 
peddlers of the tablets are under arrest 
and are being prosecuted by the Depart- 
ment of Justice. 

Criminal proceedings also will be in- 
stituted against operators of the truck 
stops and other establishments found to 
be selling the drugs unless they are able 
to show cause why they should not be 
prosecuted. 

In order to obtain this evidence, Food 
and Drug Administration inspectors have 
had to maintain various poses, often at 
considerable personal risk, in order to 
gain the confidence of truck stop opera- 


tors, truckdrivers, and others associated 
with the sale of the tablets. 

Agents of the Department of Justice 
who made the arrests found more than 
800,000 amphetamine tablets in the 
hands of the wholesale peddlers, one of 
whom alone had 625,000 tablets in his 
house. 

Commissioner of Food and Drugs 
George P. Larrick and his associates are 
convinced that the roundup of violators, 
successful as it was, has only scratched 
the surface of the total illicit traffic in 
amphetamine drugs. 

The production of ‘amphetamine last 
year was about 75,000 pounds, enough 
to make about 3.5 billion amphetamine 
tablets, or about 20 tablets for every 


were no toxic effects.” 


Chloraseptic’ 


MOUTHWASH AND GARGLE 


Results of controlled studies* 


BACTERICIDAL. “Chloraseptic reduced the Streptococcus hemo- 
lyticus count 40-70% in the first 24 hours . . . In 72 hours, 84% 
of the cases were negative . . . In a comparative study, Chloraseptic 
was found to be more effective than injectable penicillin (600,000 
units) administered every 24 hours.” 


ANESTHETIC. “Effective relief from soreness was obtained in less 
than 3 minutes and lasted 2-3 hours.” 


NON-TOXIC and NON-SENSITIZING. “Clinically there 
INDICATIONS: Acute tonsillitis — post-tonsillectomy care — 


peritonsillar abscess — chronic and acute pharyngitis — acute oral 
infections — smoker’s throat — daily oral hygiene. 


%* 1. Novick, Joel M., Chairman, Dept. Otolaryn- 
gology, Howard Univ. School of Medicine. 
2. Sodhi, G. S., Dept. of Otolaryngology, How- 
ard Univ. School of Medicine. 


(monte 
your 1960 “Physicians’ Desk Reference” 


Ethically promoted . . . Available at all Drug Stores . . . with or without sprayer 
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400 Victor Bidg., Washington 1, D. C. 
Chloraseptic - Please send: 
Instructions for post-tonsillectomy care, in pad form 
(0 Clinical sample of CHLORASEPTIC no charge i 
Half gallon of CHLORASEPTIC $5.00 
(please enclose check with 
Dr. 
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NEWEST Welch Allyn | 
RECHARGEABLE HANDLE 


Fits all WA medium- 
handle set cases 


@ Provides satisfactory illum- 
ination longer between 
charges than standard me- 
dium batteries. 

® No separate charger. 

Cannot overcharge. 

@ May be recharged thou- 
sands of times. 

@ Will never corrode. 

@ Fits all WA instruments. 


An ideal arrangement for many doctors is to have two 
bottom sections and one top, so that one bottom section 
can be charging while the other is in use. 
No. 717 Rechargeable battery handle..... 
No. 717-B Extra bottom section......... 

Also available as part of combination sets. 


WELCHAALLYN 


INS 


ACTUAL SIZE 


man, woman, and child in the United 
States. 

Amphetamine is a central nervous sys- 
tem stimulant which taken under proper 
medical supervision has proved helpful, I 
am told, in selected cases of obesity, 
mental depression, and a number of 
other conditions. 

It is when it is sold and used indis- 
criminately that the danger arises. When 
it becomes a bootleg product, this useful 
and powerful drug can readily become 
the accomplice not only of highway 
tragedy but of organized crime, juvenile 
delinquency, and quite possibly drug ad- 
diction. 

According to medical experts in the 
Food and Drug Administration, ampheta- 
mine is much too potent a drug to be 
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taken without medical supervision. For: 


example, it may produce excessive ner- 
vous stimulation, loss of desire for sleep, 
impairment -of judgment, hallucinations, 
and mental derangement. The amount 
of the drug required to produce these 
side effects varies widely from person to 
person. Under the Federal Food, Drug, 
and Cosmetic Act, it is illegal to dispense 
this drug without a doctor’s prescription. 

The prevention of desire for sleep is 
the basis for a large illegal trade in 
amphetamine among long-haul truckdriv- 
ers to enable them to stay awake beyond 
the limits of physical and mental endur- 
ance. While it is difficult to prove conclu- 
sively that any particular highway acci- 
dent was due to the use of amphetamine 
by the driver, the drug has been found 


on drivers in a number of fatal highway 
traffic accidents, and there is other cir. 
cumstantial evidence to implicate the 
drug in these accidents. 

It is a well-established medical fact 
that prolonged wakefulness, beyond the 
fatigue limit, will result in a loss of mus. 
cular and mental coordination, impair. 
ment of judgment, and _ hallucinations. 
For example, a driver under the influence 
of the drug may see a mirage of an on- 
coming truck which may cause him to 
swerve off the road or into another ve- 
hicle which he didn’t see. 

Manufacturers, wholesalers, and retail 
drugstores have a clear moral as well as 
legal responsibility to see to it that all 
dangerous drugs are kept in authorized 
channels leading ultimately to sale by a 
qualified pharmacist only on_prescrip- 
tion. 

In this connection, I should like to 
call particular attention to a decision 
rendered on September 30, 1959, by the 
U.S. Court of Appeals for the Fifth Cir- 
cuit, in the case of Dr. Samuel J. De- 
Freese and Marsha Jean Simmons De- 
Freese versus United States. This case 
was on appeal from the U.S. District 
Court for the Middle District of Geor- 
gia. The defendants and appellants ar- 
gued, among other things, that the 
wholesaling of amphetamine to a truck- 
driver was not “dispensing” within the 
meaning of the Federal Food, Drug, and 
Cosmetic Act. The court, I am happy to 
say, rejected this contention. 

The Food and Drug Administration, 
with the excellent cooperation of the De- 
partments of Justice and State and local 
police departments, is doing what it can 
to put a stop to the illegal traffic in 
amphetamine drugs. This campaign will 
not only be continued but intensified in 
every way possible. 

However, in view of the magnitude of 
the traffic in these drugs, I believe the 
present law does not provide the most 
effective way to get at the problem. We 
are therefore considering ways in which 
the legislative authority for dealing with 
this situation can be improved, and I ex- 
pect that we will have a constructive 
proposal in this area to submit to the 
next session of Congress. 

There are several ways in which ex- 
isting law could be strengthened to im- 
prove the enforcement program. We are 
seriously considering such additional leg- 
islative requirements as the following: 

1. That manufacturers, wholesalers, 
and retailers be registered to enable iden- 
tification and that they be subject to 
Federal inspection. 

2. That manufacturers, wholesalers, 
and retailers keep records of sales of the 
drug, with a penalty provision covering 
the falsification of such records. 

3. A provision defining unauthorized 
possession of the drug as an offense. 

4. A congressional action which finds 
that any illegal sale of the drug (wheth- 
er or not the drug was in interstate com- 
merce) ‘is in effect a “burden” on legiti- 
mate interstate commerce, and hence 
subject to Federal control, thus making 
it unnecessary to prove interstate ship- 
ment in each bootleg sale. 
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predictable weight loss 


FOR THE VICTIM OF 
OVEREATING AND 
“UNDERDOING’. . . 


A ‘STRASIONIC’ RELEASE ANORETIC 


Employing ‘Strasionic’ release, Biphetamine’s 


appetite appeasing, mildly invigorating action 
is uniformly prolonged for 10 to 14 hours 


with a single capsule dose. Caloric intake is 


reduced, energy output is increased. Weight 
loss is predictable—a comfortable 1-3 Ibs. a week 


in 9 out of 10 cases. 


BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
*20" Resin Resin Resin 
Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine ...... 10 mg. d-amphetamine ......6.25mg. d-amphetamine .... ..3.75 mg. 
di-amphetamine ...... 10 mg. di-amphetamine ......6.25 mg: di-amphetamine ...... 3.75 mg. 
as resin complexes as resin complexes as resin complexes : 


Single Capsule Daily Dose 10 to 14 hours before retiring 


Rx Only. Caution: Federal lawprohibits dispensing without prescription. 


N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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BASED ON TWO YEARS OF CLINICAL INVESTIGATION... 


PROVIDES PROMPT, LOCALIZED, 
PENETRATING RELIEF OF PAIN 


WILCO LABORATORIES, INC. 
North Clark Street, Chicage 10. 


musculoskeletal 


Luxan, thoroughly clinically evalu- 
ated, provides relief from pain for 5 
to 8 hours from a single application 
without counterirritation. Containi 
epinephrine, glycol salicylate an 
a specia lly formulated, 
absorbent base—rapid, penetratin; 
relief of pain occurs with localized 
vasoconstriction, long-lasting 
relief where needed. Medicaments do 
not quickly diffuse from the site of 
application, decreasing local thera- 
peutic action. 

Luxan is safe—clinical and animal 
studies show no indication of toxicity 
or untoward side effects. It has the 
added advantage of being greaseless 
and odorless. 

Supplied in 144 ounce tubes and 1- 
pound jars. 
Literature available on request. 


Genetics and 


public health* 


N. C. Myrianthopoulos, Ph.D.+ 


The epidemiological-genetic approach is 
ideally suited to investigations concerning 


Reprinted from Public Health Reports, Dec. 
1959. 


+Dr. Myrianthopoulos is a geneticist in the Epi- 
demiology Branch, National Institute of Neu- 
rological Diseases and Blindness, Public Health 
Service. 
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the estimation of gene frequencies and 
mutation rates, the selective advantage 
of certain genotypes, the detection of 
heterozygous carriers, the metabolic eti- 
ology of genetic disease, and the practice 
of genetic counseling. Progress in any of 
these areas has numerous public health 
applications. 


The increasing application of human 
genetics in the fields of epidemiology and 
preventive medicine has brought about a 
necessary collaboration of these disci- 
plines on a close and equal basis. Efforts 
to understand, control, prevent, or eradi- 
cate disease are greatly aided by the ad- 
vances in genetics during the past 25 


years and the growing appreciation of the 
human host as an important factor in the 
etiology of disease. The ensuing reevaly. 
ation and realignment of concepts fe. 
garding etiology are well illustrated by 
Shimkin,’ who, in a recent review on the 
etiology of cancer, writes: 

“There are few, if any, simple or single 
causes in biology. There are, instead, 
complex situations and environments jn 
which the probability of certain events jg 
increased. The probability of the neo. 
plastic event following exposure. of an 
organism to a carcinogenic stimulus is 
modified by a large series of factors. In 
regard to the stimulus, among the more 
evident influences are those of dose, route 
of exposure, physical state of the mate- 
rial, and length and schedule of exposure. 
In regard to the host, the probability of 
the neoplastic reaction is influenced by 
the genetic background, age, sex, nutri- 
tional status, and intercurrent infections, 
The longer the period between initial 
exposure and the end point of the reac- 
tion, the more opportunities occur for the 
introduction of additional modifying fac. 
tors.” 


It is not too farfetched to claim that all 
diseases have a genetic component. He- 
redity, of course, does not operate in a 
vacuum. The environment influences its 
expression to a greater or lesser degree, 
so that it is well nigh impossible to dif- 
ferentiate between “purely genetic” and 
“purely environmental” disease. In this 
context the human condition appears as 
a continuum formed by the interaction of 
genetic and environmental influences. At 
one end of the continuum are those dis- 
eases in which the genetic factors are 
most powerful and the influence of the 
environment negligible; these are illus- 
trated by Huntington’s chorea or Tay- 
Sachs disease. At the other end are those 
diseases in which environmental factors 
play the chief role while genetic ele- 
ments are least influential; these are ex- 
emplified by infectious diseases whose oc- 
currence depends on the presence of the 
infectious agent. Between these two ex- 
tremes, the genetic and environmental 
influences operate with varying degrees 
of interaction in the causation of disease. 

When diseases are observed to occur 
in familial aggregations, it is desirable to 
clarify the relative roles of heredity and 
common exposure to some environmental 
stress. Neel and Schull? advance four cri- 
teria by which the influence of genetic 
factors in the etiology of disease can be 
detected; (a) the occurrence of the dis- 
ease in definite numerical proportions 
among individuals related by descent; 
(b) failure to “spread” to nonrelated in- 
dividuals; (c) onset at a characteristic 
age without a known precipitating cause; 
and (d) greater concordance in identical 
twins than in fraternal twins. These cri- 
teria must be applied with extreme cau- 
tion and critical judgment, for the pitfalls 
of error are many. For years, for exam- 
ple, because syphilitic women tended to 
have syphilitic babies, the disease was 
considered hereditary, although it is now 
realized that the infant is infected during 
gestation. Even in a di such as 


tuberculosis, although predisposition may 
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predictable weight loss 


FOR THE VICTIM 
OVEREATING 
ONLY... 


RESIN 


A ‘STRASIONIC’ ANORETIC 


Employing ‘Strasionic’ release, lonamin’s appetite one 
\ 

appeasing action is uniformly prolonged for 10 wet RAS e" 

to 14 hours with a single capsule dose. Caloric neue : 
intake is reduced to a level consistent with the pan \G 
energy output of an “active’’ overeater. Weight =a of 
loss is predictable—a comfortable .221 pounds per ore” 


day in average cases. 


Federal law prohibit IONAMIN" IONAMIN” 
dispensing without prescription. ‘30’ 15’ 


Each grey and yellow capsule contains: 
phenyl-tert.-butylamine .. 15 mg. 
as a resin complex 


Each yellow capsule contains: 
phenyl-tert.-butylamine .. 30 mg. 
as a resin com 


Single Capsule Daily Dose 10 to 14 hours before retiring 


Originators of ‘Strasionic’ (sustained ionic) Release 
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lonamin—made and marketed ONLY by NBURGH Lasorarories 
ROCHESTER, J N.Y.,U.S.A. 
STRASE 


Combining the antacid MAALOXx® with aspirin increases both absorption and 
utilization of the salicylate. As a result, ASCRIPTIN acts twice as fast as plain 
aspirin and analgesic action lasts much longer due to maintenance of higher 


plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even when large doses are 


given over ‘prolonged periods. 


Of particular value in arthritis and rheumatic disease, ASCRIPTIN is an ex- 


cellent salicylate for routine use. 


Formula: Acetylsalicylic acid 0.830 Gm., MAALOX (magnesium-aluminum hy- 
droxides) 0.15 Gm. Offered: Bottles of 100 and 500. 


pope WILLIAM H. RORER, INC. 


particularly suited for arthritic patients 


Philadelphia 44, Pa. 


be genetically determined, the aggrega- 
tion of many cases in a family is general- 
ly conceded to be a result of common 
exposure. 

In the study of the natural history of 
a disease, epidemiology is, in a sense, 
the intelligence service of medicine. It 
provides information on the extent and 
distribution of the disease by analyzing 
its prevalence and incidence, mortality, 
age and sex distribution, geographic dis- 
tribution, periodic occurrence, and asso- 
ciation with other diseases and environ- 
mental factors. Attempts to control, 
prevent, and eradicate disease depend 
largely on such epidemiological studies 
to guide the attack on the causative fac- 
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tors or to strengthen the host and his 
environment, or both. 

Genetics has- become an adjunct to 
both of these fundamental phases of pub- 
lic health: epidemiology and preventive 
medicine. 


Genetics and Epidemiology 


The circumstances which have brought 
genetics and epidemiology together result 
in part from increasing attention to those 
usually chronic diseases in which host or 
genetic factors appear to be relatively 
important. The incorporation of genetic 
concepts and techniques in epidemiologi- 
cal research has added a new dimension 
to medical demography: the assessment 


of the genetic endowments of popula. 
tions. 

Human genetics has developed in two 
areas; each stems from the same pring. 
ples and laws, but operates on a different 
level. One, the so-called “pedigree ge- 
netics,” deals with the individual case 
the individual family, or a group of fam. 
ilies, and is more directly concerned with 
preventive medicine. This will be dis. 
cussed later. The other, “population ge- 
netics,” transcends the individual case 
and operates at the population level, It 
deals with the dynamic balance between 
mutation and selection in relation to the 
inherited traits of man, that is, with pop- 
ulation characteristics, which are the 
stock-in-trade of the epidemiologist. 

Following are some of the fields where 
the geneticist and the epidemiologist to- 
gether study the natural history of ge- 
netically determined disease. 


ESTIMATION OF GENE FREQUENCIES 


Knowledge of the presence of a gene 
which determines a disease is only a first 
step toward the study of its natural his- 
tory. We like to know next the preva- 
lence rate, as this is an indispensable 
tool for the estimation of the gene fre- 
quency by genetic theory and method. 
Suppose a disease determined by a pair 
of autosomal recessive genes has a preva- 
lence rate of 1 per 30,000 population in 
the United States. Such a disease is 
phenylketonuria.” According to the 
Hardy-Weinberg law, the gene frequency 
of this disease (q) is 1 in 173 and the 
carrier frequency (2pq) is 1 in 86. In 
other words, 1 person out of 86 in the 
population is a carrier of the phenyl- 
ketonuria recessive gene. In England the 
prevalence rate of phenylketonuria is half 
that of the United States, 1 per 60,000 
population.’ The gene frequency of this 
disease in England is 1 in 215, and one 
person out of 122 is a carrier of the re- 
cessive gene for phenylketonuria. (Actu- 
ally the frequencies of phenylketonuria 
as estimated by Jervis in the United 
States and Munro in England are 1 in 
25,000 and 1 in 50,000 respectively. The 
figures 1 in 30,000 and 1 in 60,000 pre- 
sented here were derived by excluding 
those cases known to have consanguine- 
ous parents. ) 

An estimated gene frequency may not 
apply to the whole population for which 
it was estimated because the gene may 
be present in greater frequency among 
some subgroups of the population than 
others. The study of the frequency of 
thalassemia in Rochester, N.Y., is an ex- 
ample.* It was found that 11 out of 
100,000 children born in the city between 
1928 and 1942 were affected with the 
disease, and from this it would appear 
that the frequency of the: heterozygous 
carriers would be about 1 out of 50 per- 
sons. It so happens, however, that there 
is a rather large isolate of Italian descent 
in Rochester, and the 11 cases were of 
children born within this group. The es- 
timate of the thalassemia gene, therefore, 
would apply only to the Italian isolate. 
The total number of births in the isolate 
during the 15-year period was estimated 
to have been in the order of 26,000. 
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Check cough 8-12 hours 


with a single dose 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


e Permits Natural Discharge of Mucus 
e Predictable Antitussive Action 


* Minimum Amount of Narcotic 


TWO FORMS: Tussionex Thixaire™ Suspension e Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydro- — Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
= and 10 mg. phenyltoloxamine as resin com- 1% teaspoonful q12h; 1-5 years, % teaspoonful q12h. 
plexes. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 
STRASENBURGH LaBoRATORIES 


H.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 


JOURNAL A.O.A., VOL. 59, MARCH 1960 


ey 
i. 
a 
BIG 
js 
A-143 
4 


The frequency of thalassemia in the 
Italian subpopulation, then, becomes 1 
in about 2,400 and the frequency of the 


Custom-built 
heredity? 


Recent advances in research in genetics 
and biochemistry are described in a se- 
ries of three articles, which began publi- 
cation in the September 30, 1959, issue 
of Scope Weekly, as offering high hopes 
for public health. 

In effect, the report says the studies 
give promise of almost unlimited uses of 
chemistry to correct physical deficiencies 
and to strengthen the genetic strain. It 
notes that awareness of enzymatic defects 
in metabolism has been coupled with 
methods of repairing such chemical 
flaws. Moreover, it cites the discovery 
of the principle of transduction, the trans- 
fer of genetic material from one cell to 
another, as suggesting possibilities of 
strengthening resistance to parasites, as 
well as enlarging the mental and physical 
potentials of humanity. 

Basic ideas that have become appar- 
ent from such research were defined by 
Dr. Edward Lawrie Tatum of Rocke- 
feller Institute, who along with Prof. 
George W. Beadle of the California In- 
stitute of Technology and Dr. Joshua 
Lederberg, then at Stanford University, 
was a Nobel medical laureate in 1958. 
Tatum listed the following concepts: 

All biochemical processes in all or- 
ganisms are under genic control. 

These processes are resolvable into a 
series of individual stepwise reactions. 

Each single reaction is controlled in a 
primary fashion by a single gene: there 
is a one-to-one correspondence between 
gene and biochemical reaction. 

Therefore, the mutation of a single 
gene results only in an alteration in the 
ability of the cell to carry out a single 
primary chemical reaction. 

“Perhaps within our lifetime,” he said, 
“the code of life processes tied up in 
the structure of proteins and nucleic 
acids will be broken. This may permit 
the improvement of all living organisms 
by processes which we might call bio- 
logical engineering.” 

In the same article, Dr. Laurence H. 
Snyder, president of the University of 
Hawaii, said that biochemistry and ge- 
netics offer a sound approach to diag- 
nosis, prevention, and therapy. 

He said there are “reasons for believ- 
ing that genetics is involved in one way 
or another in the development of all dis- 
ease.” 
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heterozygous carriers 1 in 25 persons. 
Another case in point is the frequency 

of the recessive gene for Tay-Sachs dis- 
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HEAD COLD? 


SINUSITIS? 


ynatan 


TABULES 
keeps heads crystal clear 


with a remarkable lack of 


drowsiness or any 


Entirely new long-acting, oral 
nasal decongestant 

chemically and physically different— 
utilizing the DURABOND® Principle** 
Long, long relief 

comfort all day or all night with a 
single oral dose’ 

Remarkable lack of drowsiness 
*. . . of 311 patients, incidence of 
side effects was only 2.2 per cent. 
Evidence of sedation was [only] 1.2 
per cent.” 

Shortens duration of illness 

**. . . we felt the objective improve- 
ment was such that this antihista- 
mine-decongestant shortened the du- 
ration of illness from respiratory 
infection .. 

Stops excessive postnasal drip 
and resulting night cough, irritation, 


other side effect"? 


DURABOND 
a 


A new principle in medicine that 
controls absorption independently of 
gastrointestinal motility or pH. Main. . 
tains constant rather than sporadic 
blood levels, hence no over-release 
or under-release. This gives smooth 
therapeutic results, reduces incidence 
of side effects. Works even in liquid 
form for children (Rynatan Suspen- 
sion). 


RYNATAN TABULES... 
For adults and older children 


RYNATAN SUSPENSION... 
For children (as young as 6 months) 


Rynatan contains: 
Each Each 5 ce. 
Tabule suspension 


secondary infection 


5:1669-1672 (Dec.) 19: 
47:165-168 (Mar.) 1958. 


De 
Med. 28:362-363 (Aug.) 1959, 


1. Lawler, E. G., and Limperis, N. M.: Clin. Med. 
58. 2. Medical Science 

3:376-377 (Mes. 25) 1958. 3. Cavallito, C. J., and 

Jewell, R. J.: J. Am. =7 A. (Scient. Fa) 

Sept) 1998. 5. Seiler, 

Clin. Therapy 5:578-581 (Sept.) 19 teller, 

DeMec, and Schwartz, F.R.: Indust, Pension: 


37.5 mg. prophenpyridamine tannate 

25.0 mg. phenylephrine tannate 5.0 mg. 

37.5 mg. pyrilamine tannate 12.5 mg. 
——  chlorpheniramine tannate 2.0 mg. 


Dosage: q.12 h.; Tabules: 1-2. Sus- 
Children under 6 yrs., 
tsp.; over six, 2-3 tsp. 


IRWIN, NEISLER & CO. Decatur, Illinois 


ease which has long been suspected of 
occurring more frequently among Jewish 
than among non-Jewish people. Kozinn* 
and his associates in a recent study in 
the New York City area estimated that 
the gene frequency for Tay-Sachs disease 
among Jews is about 1 in 100 and 
the frequency of carriers about 1 in 50, 
while for non-Jews the gene frequency 
is about 1 in 660 and the frequency of 
carriers about 1 in 300. Another study 
uow being conducted by the National 
Institute of Neurological Diseases and 
Blindness, Public Health Service, shows 
the same trend. Since the homozygote in 


Tay-Sachs disease dies before reach- 


ing reproductive age, only matings be- 
tween heterozygous carriers will produce 
affected children. The chance that two 
Jewish heterozygotes will marry is the 
product of their separate probabilities of 
carrying the gene, or 1 in 2,500. The 
chance, however, that two non-Jewish 
carriers will marry is only 1 in 90,000 
which, admittedly, is very remote. The 
task of control and prevention of Tay- 
Sachs disease is quite different in magni- 
tude and intensity in the two groups. 


ESTIMATION OF MUTATION RATES 
Nature tends to remain a balance of 


forces between selection and mutation. 
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@ The only long-acting, non-narcotic antitussive available 


® Relieves upper and lower respiratory tract congestion . .. 
controls cough and bronchospasm... assists expectoration 


® All day or night relief from a single oral dose 


@ Non-narcotic, safe—even for children . . . the Durabond® 
Principle assures smooth, sustained release of medication 


Each 5 cc. of caramel-flavored suspen- 
sion contains: carbetapentane tannate 
(non-narcotic) 30 mg.; ephedrine tan- 
nate, 5 mg.; phenylephrine tannate, 
5 mg.; chlorpheniramine tannate, 2 
mg.; and pyrilamine tannate, 12.5 mg. 


IRWIN, NEISLER & CO. Decatur, Illinois 


CONGESTION? 


Rynatan 


; EXPECTORANT 


keeps the entire breathing 
apparatus crystal clear 


with a remarkable lack of drowsiness 
or any other side effect 


Dosage: Adults: 1-2 tsp. every 8-10 
hours or as required. Children: 6 mos.- 
2 yrs.— 4-4 tsp. twice daily; 2-6 yrs.— 
%-1 tsp, twice daily; 6-12 yrs.—1 tsp, 
twice daily. 


COUGH? 


Selection against deleterious genes occurs 
either naturally or by eugenic practices. 
Mutation, however, reintroduces these 
deleterious genes in the population at a 
specific rate. It is of great importance, 
therefore, to know the rate at which nor- 
mal genes mutate in the population if 
their control or elimination rate is to be 
effective. The tools needed here again 
are both epidemiological and genetic, for 
any attempt to arrive at an estimate of 


_ the mutation rate of a gene must stem 


from an accurate knowledge of the inci- 
dence rate of the disease determined by 
the gene in question. 


Progressive muscular dystrophy of 
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childhood may serve to illustrate the 
point. This type of muscular dystrophy 
is inherited in a sex-linked recessive man- 
ner; that is, it occurs only in males who 
receive the “defective” gene, located on 
the X (sex) chromosome, from their 
mothers. The mothers of affected boys 
act as genetic carriers but are not them- 
selves affected because the defective 
gene is masked, so to speak, by the nor- 
mal gene, or allele, located at the same 
position on the other X chromosome. Fe- 
males have two X chromosomes, while 
males have only one.) Thus mothers 
who are genetic carriers for childhood 
progressive muscular dystrophy pass on 


the gene to half of their sons, who de- 
velop the disease, and to half of their 
daughters, who in turn act as genetic 
carriers. 

The onset is usually in about the’ third 
year of life and its progress is so rapid 
that the affected children are invalids by 
the time they reach 10 to 12 years of 
age. Few live past the age of 20 years. 
In spite of the fact that the gene is 
eliminated with the death of the affected 
individual before he reaches reproductive 
age, the frequency of the disease does 
not change appreciably in the population, 
and a rather high mutation rate would be 
required to maintain it at a constant 
level. Stephens’ and his associates esti- 
mated the mutation rate by ascertaining 
the number of dystrophics born in Utah 
during the 10-year period 1931-41. There 
were 18 such cases, and 6 of these were 
considered as new mutations because 
there was good evidence that the gene 
had not been passed down through a line 
of female carriers to the affected indi- 
viduals. Approximately 126,000 children 
were born in the State during that pe- 
riod. If half of them were males, then 
6/63,000 gives the approximate mutation 
rate per X chromosome per generation. 
The estimate is 9.5 x 10°°, or about 1 
mutation per 10,000 male births. 

The epidemiological-genetic coopera- 
tive approach during the last few years 
has been instrumental in enabling us to 
estimate the mutation rates of the genes 
responsible for many diseases. Some of 
these estimated mutation rates in man are 
summarized below: 


Mutation rate per 
Condition produced million genes per 
by gene generation 
Autosomal dominant: 
Chondrodystrophy ................-- 42 
Pelger’s nuclear anomaly ............ 80 
Autosomal recessive’: 
Congenital total color blindness ...... 28 
Tay-Sachs disease .................. ll 
Ichthyosis congenita ................ 1l 
Cystic fibrosis of the pancreas ........ 700 
Amyotonia congenita ............... 20 
Sex-linked recessive: 


Pseudohypertrophic muscular dystrophy. 95 


1. The general feeling among investigators 
currently is that mutation rate estimates for 
autosomal recessive genes may not be valid be- 
cause of unknown heterozygote effects. If, for 
example, the heterozygote has a slight advantage 
sufficient to perpetuate a rare recessive lethal 
gene in the absence of mutation, then the esti- 
mate of the mutation rate would appear to be 
too high. 


SELECTIVE ADVANTAGE OF A GENOTYPE 


It has been known from experimental 
work in lower animals, especially in 
Drosophila, that the heterozygous condi- 
tion of certain traits may have some se- 
lective advantage, that is, be reproduc- 
tively superior, over either dominant or 
recessive homozygote. This phenomenon 
is known in genetic terms as “balanced 
polymorphism.” Although it has been 
suspected for a long time that balanced 
polymorphism may operate in man, the 
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STOPPED 


ROMILAR CF raises the cough-reflex thresh- 
old in 15 to 30 minutes and sustains relief for 
as long as six hours—without undue side 
effects, without narcotic hazards or complica- 
tions. ROMILAR CF treats the entire cough and 
cold complex: dextromethorphan (ROMILAR) 
controls the cough, chlorpheniramine com- 
bats allergic manifestations, phenylephrine 
reduces nasal and bronchial congestion, 
N-acetyl-p-aminophenol relieves headache and 
myalgia and reduces fever. Infection, allergy, 
bronchitis, excessive smoking —whatever 
the cause, prescribe ROMILAR CF for cough. 


For convenient use away from home, also 
available in capsule form. 


When only the specific antitussive action of dextromethor- 
phan is indicated, prescribe ROMILAR—Syrup, Tablets or 


Expectorant. 


; Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


ROMILAR 


the lete treatment f d other cold 
comp ment for cough an er symptoms SYRUP. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc e Nutley 10, N.J. 


—— 


. which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maatox® an efficient antacid suspension of magnesium-alumi hydroxide 


gel offered in bottles of 12 fluidounces. 


Tas.Let Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TaB_et Maatox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


fuls), Bottles of 50 and 250. 
Samples on request. 


H. Rorer, Inc., Philadelphia 44, Pennsylvania 


first instance of such selective advantage 
in a human population was dramatically 
demonstrated by Allison’ in 1954 with his 
work on sickle-cell anemia. This disease 
is genetically determined by a pair of 
incompletely dominant genes (genes 
which in the heterozygote produce de- 
tectable phenotypic effects). In the 
homozygous condition, the gene results 
in a severe, chronic hemolytic anemia 
which is often fatal before puberty. 

In the heterozygous condition, the 
clinical picture is known as sickle-cell 
trait and results in a variable syndrome 
which is compatible with survival. The 
gene is apparently much more frequent 
in Negroes than in whites. It is present 
in 10 percent of American Negroes, and 
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1 out of 500 of them is affected with 
sickle-cell anemia. Allison noted that in 
spite of the mass elimination of the re- 
cessive gene because of its lethality in 
the homozygous condition, its frequency 
was abnormally high in certain regions of 
Africa. This could be explained either 
on the basis of a high-rate of mutation 
which would reintroduce the gene in the 
population or by attributing to the het- 
erozygote some selective advantage. In- 
deed, Allison showed by both observation 
and experiment that in some regions of 
central Africa in which the frequency of 
the gene was very high, the heterozygous 
state afforded protection from falciparum 
malaria, which is endemic in those areas. 


Allison also observed that sickle-cell trait 


frequencies of 30-40 percent occur ; 
geographically widely separated tribes Me 
Africa and that these tribes are charac. 
teristically found in intensely malarioys 
regions. He calculated that the repro. 
ductive fitness of the heterozygote must 
be 1.26 times that of the normal homozy- 
gote for an equilibrium to be maintained 
under these conditions. 

Investigations along these lines have 
barely begun. It is possible that the dis. 
tribution of many other genetic diseases 
and the gene frequencies that perpetuate 
them can be explained by balanced poly- 
morphism. The question should be pur- 
sued by epidemiological-genetic methods, 


EFFECTS OF GEOGRAPHIC FACTORS 


It is well known and accepted as axio- 
matic that heredity alone is incapable of 
producing any character; the character in 
question will appear only if an optimal 
environment makes its expression possi- 
ble. A study of environmental conditions, 
therefore, is essential for the complete 
understanding of the natural history of a 
genetically determined disease. 

One environmental factor is geograph- 
ic. Recently Mackay and Myrianthopou- 
los* presented evidence favoring genetic 
determination of multiple sclerosis. Al- 
though they could not postulate a mode 
of inheritance, they noted, after prelimi- 
nary analysis of the affected siblings and 
first cousins of their propositi, that the 
hereditary factors involved must operate 
with greatly reduced penetrance. Earlier, 
Kurland and Westlund’ demonstrated 
that multiple sclerosis was more prevalent 
in cold northern climates than in warm 
southern ones. It is possible that a cor- 
relation exists between penetrance and 
geographic distribution in multiple scle- 
rosis. 

Geographic isolation continues to be 
one of the most important factors in dif- 
ferential distribution of gene frequencies. 
On the island of Guam, for example, 
amyotrophic lateral sclerosis is responsi- 
ble for approximately 10 percent of the 
deaths, while in the United States amyo- 
trophic lateral sclerosis is estimated as 
the cause of death in only 0.1 percent of 
the population. There is good reason to 
believe that the majority of cases on 
Guam are genetically determined, while 
in the United States only a small propor- 
tion of cases are found to have positive 
family history. Whether the geographic 
isolation, the population size, or other 
environmental conditions are responsible 
for the high prevalence of amyotrophic 
lateral sclerosis on Guam, it is the natural 
responsibility of the epidemiological-ge- 
netic team to investigate. 


Genetics and Preventive Medicine 


The contributions which genetics has 
made to many facets of preventive medi- 
cine, especially diagnosis and treatment, 
are well recognized. For example, un- 


derstanding of the genetics of the Rh 


factor by physicians and parents has aid- 
ed in saving thousands of newborn babies 
that might have perished from. erythro- 
blastosis fetalis. Most physicians now 
routinely include a “family history” in the 
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The Right Amount of Iron’ 


Ferrous Sulfate, U.S.P... 


; 
CONVALESCENCE 
potent antianemia therapy 
is Vitamin Bie with Intrinsic 
Factor Concentrate... 1 U.S.P. Unit (Oral) 


the battle won 
in the factory... 
is often lost 


in the colon 


Aircraft worker, 35, with cramping pain of three weeks’ duration in lower bowel. 
Moderately severe diarrhea, tension and spasm complicated the picture. 


Diagnosis: mucous colitis. 


Patient was put on a regimen of one ‘Combid’ Spansule capsule b.i.d. and a low residue 
diet was prescribed. Five days later patient was completely free from symptoms and has 
remained so. No side effects were reported. 


SMITH 
KLINE<? The patient’s physician commented that this case “proves the value [of ‘Combid’] in 


FRENCH lower g.i. as well as upper g.i. distress.” 


bid Spansule 


“FP of sustained release capsules 


and isopropa 


Smith Kline & French Laboratories, Philadelphia 
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PHANTOS ‘and PHANTOS-10 


fit the needs of these “should, but can’t” reducers 


PHANTOS (full strength) and PHANTOs-10 (two-thirds strength for 
those who can be managed on lower dosage) effectively counteract the 
underlying causes of overeating which make the patient “who just 
can’t stay on a diet” so difficult and discouraging to treat. 

PHANTOS and PHANTOS-10 provide: mood elevation to help allay the 
stress and depression which weaken will power, plus day-long appetite 
suppression # a helpful metabolic boost = convenient once-a-day dos- 
age @ alleviation of morning constipation and evening excitation. 


Each PHANTOS or PHANTOS-10 capsule provides these three separately 


for your 
patients 
who meet 
most 

of their 
frustrations 


with food 


timed releases throughout the day: PHANTOS PHANTOS-10 
(full (two-thirds 
strength) strength) 

RELEASE Atropine sulfate 1/360 17540 gr. 
Amphetamine sulfate................ 3.33 mg. 


*(Warning: May Be Habit-Forming) 
DOSAGE: One PHANTOS or PHANTOS-10 Capsule daily, taken on arising. 
COOPER, TINSLEY LABORATORIES, INC., HARRISON, N. J. WV 


anamnesis of events of their patients’ 
histories, and some even consider it a 
deciding factor in differential diagnosis. 
Other possible applications of genetics 
to preventive medicine are not as widely 
appreciated. In many respects they con- 
stitute an untapped source of valuable 
information in the fight against disease. 


DETECTION OF HETEROZYGOUS 
CARRIERS 


Heterozygous carriers, as the term is 
used here, means not only the carriers of 
recessive genes in the heterozygous con- 
dition but also the carriers of dominant 
genes for diseases which have a late on- 
set, such as Huntington’s chorea or pro- 
gressive muscular atrophy. The impor- 
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tance of being able to recognize these 
individuals who have the potentiality 
either to produce affected children or be- 
come affected themselves is self-evident. 

In our search for signs or symptoms by 
which we would be able to identify the 
heterozygote, we are presently limited to 
the observation of recognizable morpho- 
logical deviations or to the identification 
of detectable biochemical deviations from 
the normal. More often than not, these 
are elusive either because they are so 
minute as to be considered insignificant 
or because they occur in areas in which 
they are inaccessible and unsuspected. In 
spite of these difficulties, progress toward 
the recognition of the heterozygous state 
has been considerable for a good number 


of diseases. In some cases the heterozy. 
gote can be detected with 100 percent 
accuracy. In others, the degree of ace 
curacy is much less. 

On the basis of our ability to recog. 
nize the heterozygous state, genetic dis. 
eases can be classified in three categories 

First are those conditions in which the 
heterozygous state produces a recogniz. 
able clinical picture, albeit not as severe 
as that produced by the homozygous cop. 
ditions. In this category belong the by 
now classic sickle-cell anemia which ip 
the heterozygote is manifested as 
sickle-cell trait; and thalassemia major 
which in the heterozygote is manifested 
as thalassemia minor. 

Second are those conditions in which 
the carrier state is characterized by a 
subclinical effect with corresponding 
slight phenotypic change which can be 
detected with appropriate known and 
available tests. In this category belong 
gout whose carrier state shows only hy. 
peruricemia; hereditary hemolytic jaun- 
dice which in the carrier state is charac- 
terized by asymptomatic sperocytosis; 
xanthomatosis in which the heterozygote 
shows hypercholesterolemia. 

Finally are those conditions for which 
the carrier state can be recognized in 
some but not in all cases. Dystrophia 
myotonica, Huntington’s chorea, galacto- 
semia, Friedreich’s ataxia, hemophilia, 
and a score of other conditions belong in 
this group. For some of these the rate 
of the detection of the heterozygote 
comes close to the genetic expectation 
while for others the degree of accuracy 
is small. This is not surprising since, as 
previously mentioned, for most of these 
conditions the detection of the heterozy- 
gote probably depends on the recognition 
of minute or subtle biochemical deviations 
which presently available techniques can- 
not assess accurately. 

Neel and Schull* compiled a list of 
diseases in which it may be possible to 
recognize the carrier state. They devised 
a grading system of 1-4 to indicate the 
reliability of recognition of the carrier 
state, grade 1 being the most reliable 
and grade 4 the least reliable. 

Whatever information is available now, 
even for diseases in the less reliable 
grades, can be very useful, when inter- 
preted by an experienced worker, in pre- 
ventive medicine and especially in ge- 
netic counseling. With the perfection of 
such methods as tolerance tests and the 
refinement of bioassay methods, it may 
become possible to detect accurately the 
heterozygote for many genetic diseases. 


GENETICS AND METABOLISM 


Modern genetics has particularly 
studied the ways in which genes act. 
There is abundant accumulated evidence 
that genes produce their effects through 
metabolic pathways. The original inves- 
tigations in this field by Beadle and 
Tatum with the mold Neurospora won 
them the Nobel Prize for medicine in 
1958. Actually, Sir Archibald Garrod 
can be regarded as the prodrome of bio- 
chemical genetics, for he first drew at- 
tention to what he called “inborn errors 
of metabolism” as far back as 1908. The 
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penetration into bowel contents 


e emulsifies fats 
DECHOTYIL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DECHOTYL 


TRABLETS* 


well tolerated...gentle transition to normal bowel function 
Recommended to help convert the patient—naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 


constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 
Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 


COMPANY, INC 
Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart « Indiana 
Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
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Eee doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


Doctors, too, like “Premarin? 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 3 
16, N. Y. * Montreal, Canada 
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CHLOROMYCETIN 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 
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TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS" 


CHLOROMYCETIN 


ANTIBIOTIC A 


ANTIBIOTIC B 


*Adapted from Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent 
therapy. 
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inherited diseases based on metabolic 
abnormalities which Garrod described 
were: alcaptonuria, cystinuria, albinism, 
porphyrinuria, and pentosuria. 

Today a large number of diseases are 
believed to result from hereditary flaws 
in protein, carbohydrate, or fat metab- 
olism. For a good number of these dis- 
eases, investigators have identified the 
enzymatic level where occur the meta- 
bolic blocks controlled by genes. It is 
easy to see the significance of such pre- 
cise knowledge for now the problem can 
be attacked at its roots. Two examples 
cited here illustrate the possibilities. 

Phenylketonuria is a metabolic disor- 
der in which, due to metabolic deficiency, 
there is a failure of transformation of 
phenylalanine to tyrosine. This block is 
controlled by a pair of autosomal reces- 
sive genes. The molecule whose dysfunc- 
tion is responsible for this failure is a 
liver enzyme concerned with the oxida- 
tion of phenylalanine. The disturbance 
is present at birth and is characterized 
by elimination of phenylpyruvic acid in 
the urine, various neurological signs, and 
mental deficiency. Several attempts are 
now being made to treat children suffer- 
ing from phenylketonuria with a special 
diet, free of phenylalanine. Although it 
is early yet for full evaluation of this 
treatment, encouraging results have been 
reported. The present status of the sit- 
uation has recently been reviewed by 
Knox and Hsia.” 

Galactosemia, or idiopathic galacto- 
suria, is another metabolic disorder of 
infants apparently dependent on a pair of 
recessive genes. It is the result of an in- 
ability to convert galactose, a component 
of milk sugar, into glycogen due to a de- 
crease or absence of the hepatic enzyme 
Gal-1-P uridyl transferase. The disease 
is accompanied by severe clinical symp- 
toms such as failure to gain weight, 
hepatomegaly, jaundice, diarrhea, vomit- 
ing, albuminuria, and zonular cataract. 
When galactosemia is correctly diag- 
nosed, it is often enough to remove 
galactose from the diet and the clinical 
manifestations, which otherwise may have 
serious consequences, disappear. ~ 

An opinion shared by many geneticists 
and biochemists is that all genetically 
determined diseases are metabolic in 
origin. If this be true, then as biochem- 
ical techniques become more refined and 
precise, research should be able to un- 
cover the underlying metabolic defect 
not only in the affected individuals but 
also in the heterozygous carriers. 


GENETIC COUNSELING 


Genetic counseling not only has poten- 
tial importance in the prevention of ge- 
netic disease, but also helps to dispel 
false fears about hereditary traits. The 
primary function of genetic counseling is 
to provide people with information re- 
garding their genetic problems. The phy- 
sician should be the person most qualified 
to give genetic advice. He is thoroughly 
versed in medical matters and also knows 
intimately the personalities and needs of 
his clients. Unfortunately, few physicians 
are trained to give professional advice in 
genetic problems. Medical schools sel- 
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dom offer formal training in medical ge- 
netics. Neither do they ask for courses 
in general or human genetics as entrance 
requirements. 

Some of the institutions which have 
given serious consideration to the teach- 
ing of human genetics and the training of 
scientists in this field have established 
genetic counseling centers where physi- 
cians can refer their patients for counsel- 
ing and where genetic problems pertain- 


ing to the individual, the family, and the 


community can be handled. There are 
about a dozen or more such centers in 


the United States, less than 1 per 10 
million people. 

No two of the problems which con- 
front the genetic counselor are the same 
even if they involve identical conditions. 
Obviously, the people who seek genetic 
counseling differ in each case with re- 
spect to physical and mental makeup, 
social and economic background, educa- 
tional level, religious upbringing, and 
emotional content. Requests for counsel- 
ing may be anticipatory, as with people 
contemplating marriage who know that a 
certain disease exists in one of the fam- 
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central nervous system malformations, the 
complex interaction between heredity 
and environment distorts the genetic ra- 
tios to such a degree that a precise evalu- 
ation of each component is impossible. 
The counselor has to consider all of 
these, and at times he has to resort to 
empiric risk figures in order to give ef- 
fective advice. As Reed" put it, “It has 
been our lot to struggle with such com- 
plicated traits as schizophrenia, in which 
the heredity seems to be that of an in- 
complete dominant with incomplete pene- 
trance. This sounds too incomplete for 
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saluretic and antihypertensive words and the impatient soul may decide 
™ to toss out the genes altogether.” 

These difficulties are listed here only 
to show that the quality of genetic ad- 
vice depends on thorough mastery of the 
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details. Genetic counseling without com- 
petent and scientific training in this field 
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It is evident that genetics has become 
an important adjunct to public health 
practice, teaching, and research. Even 
so, in some of the areas, such as the de- 
tection of the heterozygote or the under- 


required for effective therapy.’:? 
. in other cases, enhances the antihypertensive effects 
of concurrently administered tranquilizers and 
lionic blockers (usually permitting smaller dosage). 23 
.. helps to restore “dry weight” while lowering blood 


: one standing of the metabolic etiology of dis- 
= As a saluretic: ease, the surface has barely been 
e “a marked advancement in the field of diuretic scratched. 

therapy”* The manpower needs are now acutely 


felt. There is a serious shortage of well- 
trained human and medical geneticists. 
In the United States and Canada hardly 
a dozen institutions offer adequate train- 
ing in human genetics. There is need for 
the establishment and support of many 
more training institutions. There is need 
for the introduction of courses in human 
and medical genetics in our medical and 
public health schools. There is need for 
the establishment of genetic counseling 
centers at convenient locations to serve 
all the people. Only such efforts can 
realize the potential of genetics in con- 
tributing toward the reduction of chronic 
disease and improvement of public wel- 
fare. 


... prompt sodium excretion,’ with “a duration of at 
least 18 hours” on a single 50-mg. tablet.? 
..less potassium and bicarbonate excretion or pH 
saree change than with chlorothiazide or hydrochlorothiaz- 
.. well “repetitively effective.”»? 


INDICATIONS: Hypertension and hypertensive cardiovascular disease: 
Saluron induces a gradual but sustained decrease in abnormally elevated 
blood pressure—both systolic and diastolic. It has no significant effect on 
normal blood pressure. Saluron may be used successfully in conjunction 
with other antihypertensive agents. 

Edema: associated with cardiac or renal insufficiency, hepatic cirrhosis, 
pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in package insert. 


SUPPLY: Scored 50-mg. tablets; bottles of 50. Syrup, containing 50 mg. 
per 5-ml. teaspoonful; bottles of 8 fl. oz. 
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ilies. They would want to know what the 
chances are that their future children 
may inherit this disease. Some persons 
seek genetic counseling inevitably “after 
the fact,” that is, after they have had one 
or more affected children. In these cases, 
the condition is usually recessive and the 
parents not affected. They find that they 


568-572 
J. Pediat. 51:58-64 
195 
6. F. E.: Muscular 
ents want to know whether the child is 87-302. 
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adoption agency or the prospective par 
V. Mosby, 1953. pp. 
a good adoptive risk, especially if it is 7, Allison, C.: tection afforded wy 
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epilepsy or mental deficiency. Gs tip sclerosis a genetic rela- 
The counselor's job is often compli- 

cated by situations which result from ir- 9. Kurland. and Westlund, K. B.: Bp 


are genetic carriers when they have one 
affected child, and they are concerned 
about the chances of repeating their mis- 
fortune. 

Many requests for counseling concern 
children to be placed for adoption. The 


JOURNAL A.O.A., VOL. 59, MARCH 1960 


regular action and expression of genes. 
Some conditions, such as peroneal mus- 
cular atrophy, show reduced penetrance; 
others, such as Friedreich’s ataxia and 
retinitis pigmentosa, are inherited in more 
than one way; in still others, such as 


demiologic factors in the etiology ‘and 


sis of multiple sclerosis. Ann. New Yor ‘ak. 
Se. 58: 682-701 (1954 

10. "Hsia, D. Y.-Y.: Patho- 
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ems 
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Philadelphia, Ww. B. Co., 1955, 
pp. 221-229. 
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Growth and meaning 
of White House 
Conferences on 


Children and Youth* 


Katherine B. Oettinger 
Chief, Children’s Bureau 


Each decade of the twentieth century the 
United States has held a great national 
Conference devoted to the circumstances 
and prospects of the Nation’s children. 
Convened in Washington, sponsored by 
the President of the United States, and 
having one or more sessions in the White 
House, they have been known as White 
House Conferences on Children. 

The sixth Conference—the Golden An- 
niversary White House Conference on 
Children and Youth—will be held March 
27-April 2 of this year. Its purpose is to 
promote opportunities for children and 
youth to realize their full potential for a 


*Reprinted from Children, Jan.-Feb. 1960. 


creative life in freedom and dignity. 
Preparations for it, now in full crescendo, 
were begun as long as 4 years ago. 

For this Conference, the Children’s 
Bureau assumed its traditional role as ini- 
tiator by alerting the President and gath- 
ering together suggestions for planning. 
A National Committee of 92 persons, ap- 
pointed by President Eisenhower in the 
fall of 1958, is responsible for Conference 
planning. This committee includes com- 
munity leaders, professionals of various 
disciplines, and 10 young people of high 
school or college age selected for their 
leadership in school, church, or commu- 
nity activities. 

A partnership carried over from the 
1950 Conference among Federal agen- 
cies concerned with children, State com- 
mittees on children and youth, and na- 
tional organizations has made planning 
for this Golden Anniversary Conference 
far broader in scope than for any of the 
previous White House Conferences on 
Children. Since it is being built solidly 
on previous White House Conferences, a 
look back at the story of the earlier Con- 
ferences seems of special interest at this 
point. For, in a very real sense, “our 
past acclaims our future.” 

The previous White House Conferences 
on Children were held in 1909, 1919, 
1930, 1940, and 1950. Each has exerted 
a direct and powerful influence on the 
welfare of the Nation’s children. Each 


has been concerned with a problem typi- 
cal of the decade in which it occurred 

The first two Conferences, though 
sponsored by the President and with oes. 
sions held at the White House, were 
called White House Conferences only jn 
retrospect. In 1930, “White House” be. 
—_ part of the Conferences’ official 
title. 

Both the focus and the theme of the 
Conferences have broadened over the 
years. Participants have increased 
a few hundred specialists to thousands 
of citizens of various walks of life com- 
ing together out of concern for children, 
Physicians, social - workers, educators, 
community leaders, members of labor 
unions, representatives of civic groups, 
religious leaders, parents—all citizens 
who cherish and serve children—haye 
taken part in and contributed to the 
problems under scrutiny at the various 
Conferences. Participants in the 1960 
meeting include the 7,000 persons invited 
to the Conference at Washington and 
countless others who have taken part in 
the State and local preparations. 

Every White House Conference has 
had members from foreign lands, espe- 
cially the 1919 and 1950 Conferences. 
As a result, their influence has extended 
far beyond the boundaries of the United 
States. Invitations to the 1960 Confer- 
ence will go to 500 representatives of 
other countries. 


Just Ready —New 2nd (1960) Edition 
Wohl and Goodhart— 


Modern Nutrition in 
Health and Disease 


DIETOTHERAPY 


59 Contributors 


Edited by MICHAEL G. WOHL, M.D. 


Chief of Human Nutrition, Division of Biological Chemistry, Hahnemann Medical College and Hospital, Philadelphia 


and ROBERT S. GOODHART, M.D. 


ienti i , The National Vitamin Foundation, Inc., Lecturer_in Public Health and Administrative Medicine, 


Wherever diet is a factor in the treatment of disease The authors have revised the text extensively for 
or in maintaining good health, this complete work this edition. There is a new chapter on nutrition in 
gives you the exact knowledge you need for bedside relation to coronary atherosclerosis, a new discus- 
or office dietary management of every patient. The _—_ sion of natural and acquired immunities and full 
text abounds with up to date and tested clinical coverage of nutritional considerations in nervous 
applications. Sound dietotherapy as a modality of and mental disorders. Several new contributors in- 
treatment is presented clearly. Nutrition is consid- crease the broad approach to nutrition that made 
ered as an essential part of patient care. the first edition so successful. 


New 2nd Edition. 1152 Pages. 75 Illustrations. 155 Tables $18.50 


LEA & FEBIGER Philadelphia 6, Pa. 


Washington Square 
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Controls congestion 
with Triaminic,!:23 the leading oral 
nasal decongestant. 


Controls aches and fever 
with well-tolerated APAP, non-addic- 
tiveanalgetic‘and excellent antipyretic.® 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine HC] ................ 25 mg. 
pheniramine maleate .............::s::00++ 12.5 mg. 
pyrilamine maleate 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
Terpin hydrate 180 mg. 
APAP (N-acetyl-p-aminophenol) ................. 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37: 460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


Now —All cold symptoms 
can be controlled 


timed-release 


SMITH-DORSEY =~ a division of The Wander Company ° Lincoln, Nebraska 


Controls cough centrally 

with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
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Konsyl supplies a non-irritating bulk consisting 
entirely of hemicelluloses derived from blond 
psyllium. The smooth bulk of Konsyl disperses 
with the intestinal contents to create a soft- 
formed, easily passed stool. Konsyl assures the 
resumption of a normal peristaltic pattern and 
contains no sugar or other diluents. 


Your Patients 
will appreciate 
the modest cost! 


Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


ORIGIN OF THE CONFERENCES 


The idea for the first White House 
Conference on Children originated with 
James E. West, a lawyer who had been 
raised in an orphanage and had later di- 
rected its program for boys. There his 
lifelong interest in homeless children had 
its origin. 

West became assistant attorney of the 
Department of the Interior and while 
serving in this capacity in 1908 took part 
in a conference on the conservation of 
natural resources convened at the White 
House by President Theodore Roosevelt. 
From this experience, he derived the idea 
for a conference on children. To West, 
the Nation’s most important natural re- 
source was children—and their conserva- 
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tion of utmost importance to the Nation’s 
future. 

Early in 1908 West became associated 
with a “child rescue campaign” being 
conducted by Theodore Dreiser—then 
editor of the Delineator—‘“for the child 
that needs a home and the home that 
needs a child.” Later that year, West 
represented the Delineator at the twenty- 
fifth anniversary meeting of the National 
Home Finding Society in Chicago—a 
conference that stressed the importance 
of a greater national effort on behalf of 
children dependent on persons outside 
their own families for care. Afterward, 
West and Dreiser went to the White 
House to discuss the needs of dependent 
children with President Roosevelt. West 


urged the President to sponsor a nati 
conference on dependent child 
way to “greatly advance the cause of the 
dependent child.” The President asked 
that the idea be presented to him in more 
detail. 

West began by interesting many of the 
national leaders in child welfare in jojp. 
ing him in the proposal. On December 
22, 1908, they sent a letter to the Presi. 
dent, drafted by West and Dreiser, out. 
lining a proposed conference. Following 
are excerpts from this letter: 


The State has dealt generously with her troy. 
blesome children; but what is she doing for 
those who make no trouble but are simply un- 
fortunate? .. . Some are orphans or half oy. 
phans; some are abandoned by heartless parents: 
some are victims of cruelty or neglect. . . , The 
problem of the dependent child is acute; it is 
large; it is national. We believe that it js 
worthy of national consideration. . . . 


As a result President Roosevelt called 
200 persons to a conference concemed 
with child care, addressing some of the 
invitations himself on Christmas Day, 
1908. 


DEPENDENT CHILDREN (1909) 


The second half of the nineteenth cen- 
tury had been the “institutional era” in 
child care. In a sense, the 1909 Confer- 
ence was a protest against this type of 
care for children. 

The Conference was held on January 
25 and 26 and, at the request of the 
President, the first meeting convened in 
the White House. In his address, the 
President said: 


There can be no more important subject from 
the standpoint of the Nation than that with 
which you are to deal, because when you take 
care of the children, you are taking care of the 
Nation of tomorrow; and it is incumbent upon 
every one of us to do all in his or her power 
to provide for the interests of those children 
whom cruel misfortune has handicapped at the 
very outset of their lives. 


Some of the words in the conclusions 
of this Conference are still echoing down 
the years: 


Home life is the highest and finest product of 
civilization. It is the great molding force of 
mind and character. Children should not be 
deprived of it except for urgent and compelling 
reasons ... As to the children who . . . must 
be removed from their own homes, or have no 
homes . . . they should be cared for in families 
whenever practicable. The carefully selected 
foster home is for the normal child the best 
substitute for the natural home... . 


This Conference had far-reaching ef- 
fects on child care in the United States. 
It recommended a Federal Children’s Bu- 
reau, which was established by Congress 
in 1912 after an arduous campaign by 
the National Child Labor Committee. 
Its recommendation for a voluntary na- 
tional child welfare agency was realized 
with the establishment of the Child Wel- 
fare League of America a few years later. 

The Conference’s strong declaration in 
favor of the care of children in their own 
homes led to a movement for mothers’ 
pensions which swept the country dur- 
ing the next decade. A recommendation 
of family care instead of institutional care 
contributed greatly to the development 
of adoption agencies and still more to 
the boarding-out of children unavailable 
for adoption. Institutions composed of 
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controls inflammation, 
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objective and subjective signs of inflam- 
mation of all types. It dissipates edema 
and hematoma, improves local circulation, 
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steroid-type anti-inflammatory agents 
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asthma biopsies 

bronchitis ulcerations 
sinusitis peptic ulcers 

burns dermatoses 
bruises conjunctivitis 
sprains uveitis 

fractures 
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sin in sodium chloride injection for intramuscular 
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= more doctors are prescribing — 


more patients are receiving the benefits 
= more clinical evidence exists for — 
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failure 


“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” “Chlorothiazide is. 
a Safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.” Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


“... Our program has been one of. 


in premenstrual edema 


“Chlorothiazide is an excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., 
169:109, (Jan. 10) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tabtet DIURIL three times a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. 
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than for all other diuretic-antihypertensives combined! 


“One hundred patients were treated with 
oral chlorothiazide.” “In the presence of 
clinically detectable edema, the agent was 
universally effective.” “Chlorothiazide is 
at present the most effective oral diuretic 
in pregnancy.” Landesman, R., Olistein, 
R. N. and Quinton, E. J.: N. Y. State J. 
Med., 59:66, (Jan. 1) 1959. 
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“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 


“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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only accuracy speaks a common language 


All knowledge is based on measurement. 
And, the usefulness of measurement depends 


on its accuracy. 


In bloodpressure measurement, the need 
for accuracy has made the Baumanometer® 
the most widely used instrument in the world. 

Baumanometer accuracy permits signifi- 
cant comparisons with research . . . with the 
past ... and with the future results of therapy. 

The Baumanometer is a true, mercury- 
gravity sphygmomanometer. Its operation is 
based on gravity, its performance never 
No other type of instrument can 
match this standard of accuracy and depend- 
ability. The Baumanometer will give life- 
time service . . . lifetime accuracy . . . and it 
is lifetime guaranteed against glass breakage. 


varies. 


..-@veryone respects the pursuit of accuracy 
-..use the 


Newton by E. Scriven. 


The trim Kompak 
Model Bauma- 
nometer is ideal 
for bedside or 
desk-side ‘ 
light enough to 
go everywhere. 


cottages for small groups instead of large 
congregate buildings were another de- 
velopment that followed upon a Confer- 
ence suggestion. 


CHILD WELFARE STANDARDS (1919) 


Nothing in the 1909 Conference pro- 
ceedings suggested that White House 
Conferences on Children should be called 
at 10-year intervals. That a second one 
was called—and the pattern established 
—was due to Julia Lathrop, the first chief 
of the Children’s Bureau. By initiating 
this Conference, she set the precedent 
for the Bureau’s initiation of all succeed- 
ing Conferences. 

During the second year of World War 
I, in April 1918, the Children’s Bureau 
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had, with the approval of President 
Woodrow Wilson, proclaimed “Children’s 
Year”’—a campaign designed to arouse 
the Nation to the importance of conserv- 
ing childhood in times of national peril. 
At the war’s end, Miss Lathrop saw a 
national conference as a logical channel 
for establishing standards of child health 
and welfare on a firmer base. Funds for 
the Conference came from an allotment 
from the President’s Emergency Fund. 

This Conference had a broader scope 
than its predecessor. 

A small meeting of some 200 special- 
ists, a few laymen, and a few foreign 
visitors in Washington in May 1919 was 
followed by a series of 8 regional confer- 
ences attended by laymen and _profes- 


sionals in health, welfare, and other fields 
affecting children. The regional confer. 
ences carried the standards defined at the 
Washington meeting out to the people of 
the Nation—and this perhaps accounts 
for their great influence in the followin 

g 
decade. 

Two themes were closely interwoven 
throughout the Washington Conference— 
the necessity for more public effort in be. 
half of children and of expending that 
effort in the light of the individual char. 
acteristics of each child and his family 
Whatever the phase of the child’s well. 
being that was under discussion, the con. 
ferees frankly demanded or boldly pre- 
supposed public provision of instruction 
service, money, equipment, or legislative 
protection. 

Minimum standards for the public pro. 
tection of the health of mothers and chil. 
dren, children entering employment, and 
children in need of special care were 
recommended at the Washington meet- 
ing. After consideration by the regional 
conferences, they were revised by a spe- 
cial committee of five persons. 

The standards concerning children en- 
tering employment were considerably in 
advance of the legislation of the time— 
and had an important influence on Fed- 
eral and State child labor legislation in 
the following decades. The standards for 
the protection of children in need of spe- 
cial care were similar to those recom- 
mended by the 1909 Conference. 

However, the standards on the protec- 
tion of maternity and infancy proved to 
be the most influential. Representing the 
first steps in a nationwide movement for 
the protection of maternity and infancy, 
they resulted in the enactment of the 
Sheppard-Towner Act, passed by the 
Congress in 1921. Under this act the Fed- 
eral Government contributed to the de- 
velopment of facilities throughout the 
country for the better protection of moth- 
ers and infants. Originally authorized for 
a 5-year period, the act was subsequently 
extended for 2 years—until June 30, 
1929, when it ceased to operate. 

Upon the foundation of the work done 
under the Sheppard-Towner Act was 
erected the Federal-State program for 
maternal and child health now carried 
out under the Social Security Act of 1935. 


CHILD HEALTH AND PROTECTION (1930) 


The third White House Conference 
found the United States in an industrial 
depression. The times were troubled, 
ways of meeting the emergency were sub- 
jects of controversy, and child welfare 
workers were overwhelmed by the suf- 
fering among children and their families. 

In July 1929 President Herbert Hoover 
issued a call for a White House Confer- 
ence on Child Health and Protection “to 
study the present status of the health 
and well-being of the children in the 
United States and its possessions; to re- 
port what is being done; to recommend 
what ought to be done and how to do 
it.” The President also established a 
planning committee for the Conference 
made up of eminent physicians, social 
workers, educators, and laymen. Finan- 
cial resources were provided for the Con- 
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when self-medication has delayed 
medical attention... 
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The nice old lady who scored her pie crusts “TM” and 
“TM” (‘Tis or ’Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 
in hospital-made gauze. 


Available in 6 sizes 


® 
IN DISPOSABLE PLASTIC TUBES VAS E LI N E STE al I LE 
%" x 72” selvage-edged strips, 6 to box PETR 0 L ATU M 5 AU Z E 
3” x 3” pads, open to 3” x 9” strips, 6 to box 
1” x 36” strips, 6 to box 
3” x 36” strips, 6 to box a a 
6” x 36” strips, 6 to box STE Ri Li ] 
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IN HEAT-SEALED FOIL ENVELOPES 
"TiS 
3” x 18” strips, 6 to box : 
Chesebrough-Pond’s Inc., New York 17, N. Y. 
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ference through a grant from funds left 
over from money raised for post-World 
War I European relief. 

The Conference was attended by 1,200 
delegates and 2,000 guests. Its four sec- 
tions dealt with medical service, public 
health service and administration, educa- 
tion and training, and handicapped chil- 
dren. Conferees were, for the most part, 
specialists in these fields. 

This was the first White House Con- 
ference to use radio to bring its delibera- 
tions to millions of mothers and fathers 
throughout the country. 

The President’s charge to the Confer- 
ence had an emotional appeal: 


We approach all problems of children with 
affection. Theirs is the province of joy and 
humor. They are the most wholesome part of 
the race, the sweetest for they are fresher from 
the hands of God. Whimsical, ingenious, mis- 
chievous, we live a life of apprehension as to 
what their opinion may be of us; a life of de- 
fense against their terrifying energy; we put 
them to bed with a sense of relief and a linger- 
ing of devotion. 


The fundamental purpose of this Con- 
ference is to set forth an understanding 
of those safeguards which will assure 
them health of mind and body. 

Following are excerpts from the re- 
ports: 

The first cardinal principle in the education 
and training for a democratic society is that 
each individual child should develop to his 
greatest possible level of attainment. . . . 

¢ @ 
To the doctor the child is a typhoid patient; 
to the playground supervisor, a first baseman; 
to the teacher, a learner of arithmetic. At dif- 
ferent times, he may be different things to each 
of these specialists but too rarely is he a whole 
child to any of them... . 

No economic need in prosperous America can 
be urged as justification for robbing a child of 
his childhood. . . . 

If we want civilization to march forward it 
will march not only on the feet of healthy chil- 
dren, but beside them . . . must go. . . those 
children we call handicapped. .. . 


This Conference produced the Chil- 
dren’s Charter, containing 19 vibrant 
statements as to what every child needs 
for his education, health, welfare, and 
protection. No other declaration on the 
rights of children has been so widely 
distributed here and abroad. 

Followup programs were organized in 
many States. Some of them represented 
the first Statewide attempt to bring to- 
gether various professional groups and 
agencies to review children’s needs and 
improve services. 

The Conference undoubtedly contrib- 
uted to the great advance in the field of 
pediatrics and pediatric education that 
followed it. Its recommendations also 
served as a base for the children’s meas- 
ures in the Social Security Act. 

Thirty-two volumes of Conference find- 
ings appeared over a period of several 
years, an era of detailed factfinding and 
report making. But no attempt was made 
to condense these findings into a program 
of action. 


CHILDREN IN A DEMOCRACY (1940) 


The title of the 1940 White House 
Conference on Children in a Democracy 
was logical in a world so threatening to 
democracy itself. This Conference was 
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concerned with all children, not merely 
with those handicapped by circumstances. 
Its baseline was family and community 
life. Its purpose was to develop a frame 
of reference for equipping American 
children “for the successful practice of 
democracy.” 

There were no special Federal funds 
made available for this conference, but 
some funds were secured from private 
sources. 

In mid-January 1940, approximately 
700 men and women gathered in Wash- 
ington to consider the state of child life 
in the United States, the forces that 
shape it, and the conditions requisite to 
health and opportunity for all children. 
A few scattered young people sat in with 
the group as observers and commentators. 


President Franklin D. Roosevelt in 
opening the Conference said: 


A succession of world events has shown us 
that our democracy must be strengthened at 
every point . . . if anywhere in the country any 
child lacks opportunity for home life, for health 
protection, for education, for moral or spiritual 
development, the strength of the Nation and its 
ability to cherish and advance the principles of 
d acy are thereby weakened. 


The Conference ended with a “Call to 
Action:” 

Somewhere within these United States, within 
the past few years, was born a child who will 
be elected in 1980 to the most responsible office 
in the world, the Presidency of the United 
States. . . . If we could unroll the scroll of 
the future enough to learn his name . . . how 
many things we would wish to have done for 
him, how carefully we would wish to guard his 
healthy growth . . . What we might wish to do 


ANEMIA? 


Your examination strongly suggests patient anemia. Here’s 
how you can have on-the-spot, laboratory-accurate 
hemoglobin determinations to confirm your clinical 
diagnosis...and check the effectiveness of progres- 
sive treatments. 


AO Hb METER! You or your nurse can make hemoglobin determinations 
in less time than it takes to make an oral temperature reading. Pocket size...use it 
at hospital, office or bedside. Used by doctors over four million times last year. 
Ask your Surgical Supply dealer for a demonstration or write: 
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nausea and vomiting in children 


acute alcoholism 


childbirth 


mental and emotional stress 


pain of cancer 


surgery 
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THORAZINE®. .. one of the fundamental drugs in medicine 


brand of chlorpromazine 


can relieve severe mental and emotional stress by providing prompt 


control of symptoms . . . especially agitation and anxiety. 


The photographs on the opposite page illustrate the principal 
uses of 'Thorazine’. The versatility of this fundamental drug is 
now established. Wide use in nearly all fields of medicine 
since it became available in 1954 has both proved the value of 
‘Thorazine’ and provided evidence of its relative safety. 
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reduces postnasal drainage — lessens pharyngeal irritation 


depresses the cough reflex — eases expulsion of mucus 


*The addition of the decongestant to the antitussive provides 
more complete cough control than regular “cough syrups”. The 
central antitussive action of Dormethan’ and the expectorant 
action of ammonium chloride are complemented by the decon- 
gestant action of Triaminic,” ** which reduces swelling and con- 
trols irritating postnasal drip, a common cough stimulus. 


Each tsp. (5 ml.) of fruit-flavored, non-alcoholic TRIAMINICOL provides: 
Triaminic ® 

(phenylpropanolamine HCl 

Dormethan 

(brand of dextromethorphan HBr) 
Ammonium chloride 


Dosage (to be administered every 3 
or 4 hours): Adults—2 tsp.; Children 
6 to 12—1 tsp.; 1 to 6—%% tsp.; under 
1—% tsp. One dose at bedtime is 
usually sufficient to control the cough 
cycle initiated by postural drainage of 
paranasal sinuses. 


References: 1. Bickerman, H. A.: in Drugs 
of Choice, Mosby, St. Louis, 1958, p. 557. 
2. Lhotka, F. M.: Illinois M. J. 112:259 
-(Dec.) 1957. 3. Fabricant, N. D.: E.E.N.T. 
Monthly 37:460 (July) 1958. 4. Farmer, 
D. F.: Clin. Med. 5:1183 (Sept.) 1958. 
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for that unknown child . . . we must be ready 
to do for every child, so he may .. . live a full 
life, satisfying to himself and useful to his com- 
munity and Nation. 


Nevertheless, the Conference report 
presented statements of principle rather 
than a program for definite action. The 
report called on the family, as the 
“threshold of democracy,” to supply 
democratic principles not only within it- 
self but also in relationships with others. 

Throughout the report recurred rec- 
ommendations for further study, for 
strengthening personnel and _ training 
standards in health and welfare services, 
for financial assistance to families in need, 
and for administrative improvements in 
services. 

Within a few months after the Confer- 
ence, followup activities had been begun 
in a number of States, but National and 
State committees were soon engulfed in 
national defense and wartime activities. 


MIDCENTURY CONFERENCE (1950) 


The Midcentury White House Confer- 
ence on Children and Youth was con- 
cerned with democracy’s great responsi- 
bility to “produce socially minded, co- 
operative people, without sacrificing indi- 
viduality.” A growing interest in mental 
health made a careful appraisal of the 
requirements for healthy emotional de- 
velopment a natural focus. 

The Conference was supported primar- 


ily by voluntary funds. Congress made 
an initial appropriation to get the Con- 
ference underway. 

Over 5,000 delegates from every State 
and Territory in the United States and 
several foreign countries attended the 
Conference held December 3-7, 1950. 
Other countless thousands were reached 
through radio and television. Five hun- 
dred of the delegates were young people 
12 to 23 years of age. They came as 
members of the Conference’s Advisory 
Committee on Youth Participation, as 
representatives of national voluntary or- 
ganizations, and as members of State 
delegations. 

Working as members of Conference 
committees, cooperating agencies, State 
and local committees, or youth commis- 
sions for more than two years, the partici- 
pants had gathered facts about children’s 
needs, surveyed local conditions, pulled 
together available knowledge about child 
development, and otherwise contributed 
to a store of written material assembled 
in preparation for the Conference. 

Every State and Territory and 1,000 
counties had these White House Confer- 
ence committees. Over 100,000 citizens 
contributed to their work. Thirty-seven 
units of the Federal Government brought 
together a picture of their services for 
children. Research workers and students 
from over 150 universities, foundations, 
and other centers helped in surveying 


what was known about how healthy per- 
sonality development is achieved. The 
members of the Conference were present- 
ed with four printed documents repre- 
senting a synthesis of this accumulation. 

President Harry S. Truman set a grave 
tone for the Conference when he warned: 


We cannot insulate our children from the un- 
certainties of the world in which we live or 
from the impact of the problems which touch us 
all, ... What we can do... and must do— 
is to equip them to meet these problems, to do 
their part in the total effort, and to build up 
those inner resources of character which are the 
main strength of the American people. 


Major responsibility for nurturing 
healthy personality, it was agreed, rested 
with parents, but all institutions and indi- 
viduals touching the lives of children and 
youth had a part to play in creating a 
conducive environment. This, it was 
pointed out, called for more and better 
trained professional workers—workers 
trained not only in their own specialty 
but also in an understanding of personal- 
ity development. 

The conferees concluded that knowl- 
edge of children’s needs was far from 
definitive, and that this posed a major 
problem to the practitioner who “must 
attempt to apply as a whole that which 
comes to him in segments.” But, they 
decided, “there is plenty of knowledge to 
do an infinitely better job than is being 
done today.” 


a new concept in pediatric vitamin supplementation for normal healthy infants and children 


elimination of unnecessary vitamins resulting in a 
better nutritional balance and a 30% reduction in cost 


PEDIATRIC DROPS 


FLUORINE added at no additional cost—to include 
the prevention of dental caries in pediatric care* 


Recent reports-*) underscore the fact that an all-inclusive supplement is not desirable for the normal healthy infant 
or child. A daily intake of 400 U.S.P. units vitamin D and 30 mg. vitamin C is recommended as an ideal supplement. 
Greater amounts and other vitamins are not necessary for routine use. 


—>Funda-Vite 


Each 0.6 ml. contains 400 U.S.P. units vitamin D 
and 30 mg. vitamin C. Available in 30 ml. bottles 
with calibrated dropper. 


The role of the physician in the prevention of dental caries is becoming increasingly important. Extensive evidence 
exists that fluoride supplementation should be started at birth and continued through adolescence®. As dentists 
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SAMPLES AND LITERATURE—write Medical Department 
HOYT PHARMACEUTICAL CORP., Newton, Mass. 


da-Vite (F) 


*CONTRAINDICATED IN COMMUNITIES WITH 
FLUORIDATED DRINKING WATER. 


seldom see children during infancy; they are unable to provide care during the formative calcifications of teeth. 


Each 0.6 ml. contains 400 U.S.P. units vitamin D, 
30 mg. vitamin C and 0.5 mg. fluorine (as sodium 


fluoride). Available in 30 ml. bottles with 


cali- 
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in peripheral vascular disease... 
brings blood to deep tissues 
without tachycardia or other 
troublesome cardiac 

side effects” 


NEW -vascular relaxant 


Pronounced VA-Z0-DY-LAN Isoxsuprine hydrochigride, Mead Johnson 


e increases blood flow by direct | 
action on the smooth muscle of 
the blood vessels’? 


e provides relief in a high percent- 
age of patients with a wide variety 
of peripheral vascular disorders’? 


e effective in intermittent claudi- 
cation,”* coldness and numbness 
of extremities,*° trophic 
and leg cramps,”’ associated with 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


Dosage and administration: 1 or 2 tablets (10 to 
20 mg.) three or four times daily. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. am- 
puls (5 mg./cc.) for intramuscular use, boxes of 6. 


References: (1) Samuels, S. S., and Shaftel, H. E.: 
J.A.M.A. 777:142-144 (Sept. 12) 1959. (2) Kaindl, F.; 
Samuels, S. S.; Selman, D., and Shaftel, H.: Angi- 
ology 70:185-192 (August) 1959. (3) Kraucher, G.: 
Prakt. Arzt 77:325-329, 1957. (4) Birkmayer, W., and 
Mentasti, M.: Wien. med. Wchnschr. 708:395-396 
(May 3) 1958. (5) Clarkson, I., and LePere, D.: De- 
tailed report in Mead Johnson research files. (6) 
Billiottet, J., and Ferrand, J.: Sem. méd. 34:635-637 
(May) 1958. (7) Singer, R.: Wien. med. Wchnschr. 
107:734-736 (Sept.) 1957. 89160 
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A platform and 67 recommendations 
for meeting the problems which prevent 
children and young people from achiev- 
ing healthy personality were adopted by 
the delegates after considerable debate 
and voting on each item in a final plenary 
session. 

For the first time in the history of the 
White House Conferences on Children, 
followup committees survived and func- 
tioned during the entire period between 
Conferences. 

Shortly after the 1950 Conference, the 
National Midcentury Committee for Chil- 
dren and Youth was formed to publicize 
its findings, promote action on the 67 
recommendations, and to encourage fur- 
ther research. This Committee carried on 
it; work until 1953 when it dissolved. 

This left another Conference product, 
the National Council of State Committees 
for Children and Youth, representing 51 
State and Territorial committees, without 
a central information exchange. To 
bridge this gap, the Federal Interdepart- 
mental Committee on Children and 
Youth agreed to provide the Council of 
State Committees with staff service. Four 
times in the past decade—in May 1954, 
December 1955, December 1956, and 
March 1958—the Interdepartmental 
Committee, the National Advisory Coun- 
cil, and the Council of National Organi- 
zations (a coordinating body of 464 na- 
tional voluntary organizations) have met 
together to review the needs of children. 

After the Conference, many of the 
States held “little White House Confer- 
ences” called by their Governors to dis- 
cuss its findings. Some of these drew 
well over a thousand people. 

As a result of the findings, services for 
children were reviewed, modified, and 
extended in many communities, and the 
legal bases for services to children and 
their parents were reexamined and modi- 
fied in many States. 

Conference materials were disseminat- 
ed widely—and continue to circulate. 
They have appeared in scores of text- 
books for high school and college stu- 
dents. A book for technical workers, 
“Personality in the Making,” by Helen 
Witmer and Ruth Kotinsky, appeared in 
1935. 

On May 17, 1954, the Supreme Court 
of the United States in its decision out- 
lawing racial segregation in public 
schools cited the findings of the Confer- 
ence’s Fact Finding Report on the harm- 
ful effects of segregation of children. 

The Children’s Bureau added to its 
list of “best sellers” a publication entitled 
“A Healthy Personality For Your Child,” 
a popular version of the Conference’s 
Fact Finding Digest. Well over a half- 
million copies of this pamphlet had been 
sold by the Government Printing Office 
by August 1959. A discussion aid issued 
in connection with this pamphlet has 
been used by many hundreds of parent 
education groups. 

The various professions—social work, 
nursing, public health, medicine—have 
incorporated Conference findings in their 
training undergraduate and graduate pro- 
grams and in institutes and refresher 
courses for people on the job. 
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BRAND OF FERROCHOLINATE® 


Usual Dosage: 1 tablet t.i.d. 


PAT. 2,575,612 


+ “plus” 


TABLETS 


CHELATED IRON... like the iron of hemoglobin... clin- 
ically confirmed as effective in hematopoiesis!. ..with a 
built-in molecular barrier against g.i. intolerance and systemic 
toxicity.1? Permits administration on empty stomach for 
greater iron uptake...safeguards children in the home 
against growing problem of accidental iron poisoning. 
PLUS ESSENTIAL VITAMINS... effective levels of B,., folic 
acid, five other B vitamins, and C — with particular empha- 
sis on pyridoxine, especially important during pregnancy. 


Also Available: CHEL-IRON Tablets, Liquid, and Pediatric Drops. 
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Columbus, Indiana 


All of this adds up to persuasive evi- 
dence in many areas that children are 
better understoed than before the Mid- 
century White House Conference and 
that this understanding will spread and 
deepen in the years ahead. 


CONFERENCES IN PERSPECTIVE 


Plans are already underway for follow- 
ing up the findings of the Conference to 
be held next March. 


As a Nation, we have come a long way 


since the first White House Conference 
on Children in 1909 in safeguarding and 
advancing the well-being of children. 
Progress has been made despite hot and 
cold wars, a depression, enormous expan- 
sion, and change. 


Perhaps history will show that the 


greatest contribution of these Conferences 
has been keeping the channels of com- 
munication open between the specialists, 
research workers, practitioners in services 
for children,-and parents and other citi- 


zens. 

Fortunately this river of ideas has had 
currents moving in both directions. Ideas 
for the betterment of children and child 
life have flowed from neighborhood 
groups to local and State committees and 
on to the national conference—and then 
out into the programs, practices, and 
vistas of many organizations and agen- 
cies. The force of this flow has done - 
much for the coming generations of chil- 
dren, for their parents, for communities, 
for our democratic country, and for chil- 
dren round the world. 
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WHAT’S YOUR 
FAVORITE COMBO? 


Cystic fibrosis 
and family stress* 


Dorothy H. Andersen, MD4 
Attending Pathologist and 
Assistant Attending Pediatrician 
Presbyterian Hospital, New York 


Choose your own best combination from these Tycos® 
Aneroids and Cuffs. Try both Tycos Hand and Pocket 
Aneroids with both Hook and Velcro Cuffs at your dealer. 


Cystic fibrosis of the pancreas, or mucos 
viscidosis, is a relatively common con. 
genital disease which was almost um 
known 20 years ago. At that time most 
patients afflicted with it died in infaney 
from malnutrition and bronchopneumo- 
nia, and the underlying disease was un- 
suspected. Since then, knowledge of 
cystic fibrosis has increased. With the aid 
of earlier diagnosis and informed therapy, 
life has been prolonged in most cases to 
childhood and in some to adolescence or 
early adult life. As a result there are 
increasing numbers of surviving children 
and young adults with fibrocystic disease 
who present many new problems not 
only to their physicians but also to their 
families and communities. Their survival 
has also made it apparent that cystic fi- 
brosis may have many clinical forms in 
older children and adults. 

Although cystic fibrosis is well known 
to pediatricians, it often goes unrecog- 
nized by other physicians. A brief de- 
scription of the disease is not easy to 
provide. Many or perhaps all of the 
exocrine glands function abnormally. The 
exocrine glands are those which pour 
their secretion by some route to the out- 
side of the body, in contradistinction to 
the endocrine glands which empty their 
product into the bloodstream. In cystic 
fibrosis the exocrine glands chiefly affect- 
ed are the mucous glands of the bronchi 
and nasal passages, the sweat glands, and 
the digestive glands. To make the matter 
more complex, these glands are affected 
in somewhat different ways. 


Digestive glands. Many of the diges- 
tive glands, including those of the pan- 


He’ll be glad to help you determine which pair suits you 


best. Taylor Instrument Companies, Rochester, New 


York, and Toronto, Ontario. 


Tycos Hand Model Aneroid is preferred 
by many doctors for house calls and 
office use. It is shown here with new 
Velcro fastener. Velcro’s two nylon 
strips stick like a burr to a dog’s coat 
but separate easily. 


# 5098-V Tycos Hand Aneroid 
$49.50 


#5082 New Velcro Cuff 
$8.00 


Tycos Pocket Model Aneroid, shown 
here with regular hook cuff, is recom- 
mended for routine hospital use. Just 
circle adult arm once, hook it and it’s 
on. The zipper case protects the in- 
strument, fits any pocket. 


# 5090 Tycos Pocket Aneroid 
$46.50 


#5080 Standard Hook Cuff 
$9.50 


Taylor L nslrumends MEAN ACCURACY FIRST 
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creas and intestinal tract produce a thick 
secretion which may congeal like overly 
thick gelatin, blocking the ducts which 

the secretion into the intestinal 
lumen and sometimes blocking the intes- 
tine itself. The name cystic fibrosis of 
the pancreas derives from the distinctive 
microscopic appearance produced in the 
pancreas, with ducts dilated and sur- 
rounded by scars. 

When the pancreas is not functioning, 
digestion is impaired, and much of the 
food passes through the body unused. 
In a child with cystic fibrosis who is re- 
ceiving a normal diet, about 50 percent 
of the fat and protein and about 15 per- 
cent of the carbohydrate ingested can be 
recovered in the feces. Fat-soluble vita- 
mins are lost with fecal fat, resulting in 
deficiency of vitamins A, D, K, and E. 
Reprinted from Children, Jan.-Feb. 1960. 
Based on a paper presented at the 1959 annual 


meeting of the American Public Health Associa- 
tion. 
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When the headache is associated with nervous tension and G.I. disturbance: 


CAFERGOT P-B TABLETS : ergotamine tartrate 1 mg., caffeine 100 mg., - 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 

of attack; if needed, 1 additional tablet every % hour until relieved 

(maximum 6 per attack). 

CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., 


Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as 
Possible in attack; second in 1 hour, if needed (maximum 2 per attack). 


For @new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sandoz, Hanover, N. J. 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
100 mg. Dosage: same as Cafergot P-B Tablets. 


CAFERGOT SUPPOSITORIES: ergotamine 
tartrate 2 mg., caffeine 100 mg. Dosage: same 
as Cafergot P-B Suppositories. 
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“antidoloritic”’t therapy for 

@ mild to moderate or early rheumatoid arthritis 

@ painful inflammatory musculoskeletal conditions 

@ maintenance or tapering-off therapy for those patients 
no longer requiring high steroid dosage. 

DECAGESIC provides DECADRON—the most potent of the 

anti-inflammatory steroids—in low dosage, with aspirin, 

a widely-used and well-established analgesic, and with 

aluminum hydroxide for its antacid action to help 

alleviate gastric irritation that may be caused by aspirin. 


DECAGESIC helps improve musculoskeletal function 

by relieving pain and inflammation. 

DECAGESIC permits lower steroid dosages without 

loss of improvement and consequently with 

fewer and less severe side effects. 

DECAGESIC raises the level of pain relief and provides 
conservative management of inflammatory symptoms. 
DECAGESIC exerts (by virtue of its DECADRON component) 
a “tonic” effect to improve the patient’s appetite 

and sense of well-being. 


Rapid and beneficial functional and anti-inflammatory 
responses have marked therapy with DECAGESIC in a 
variety of inflammatory conditions such as: rheumatoid 
arthritis, including palindromic rheumatism, rheumatoid 
spondylitis, psoriatic arthritis, systemic manifestations 
of disseminated lupus erythematosus, periarteritis 
nodosa, dermatomyositis, scleroderma, bursitis, synovitis, 
tenosynovitis and other conditions in which 

maintenance therapy is indicated or in which the 
conjunctive use of a steroid and salicylate can be beneficial. 


+The term “antidoloritic” has been coined by Merck Sharp & Dohme 
to describe an agent designed to allay pain associated with 
inflammation —dolor = pain, itic = associated with inflammation. 
DOSAGE: One or two tablets three or four times daily. The usual 
precautions of corticosteroid therapy should be observed. Additional 
information on DECAGESIC is available to physicians on request. 
SUPPLIED: In bottles of 100. Each tablet contains 0.25 mg. of 
DECADRON, dexamethasone, 500 mg. of aspirin and 75 mg. of 
aluminum hydroxide (as the dried gel). 

*DECAGESIC and DECADRON are trademarks of Merck & Co., Inc. 
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relief 


provide total therapy 


nasal decongestant + antihistaminic 
analgesic + antipyretic 


for symptomatic relief 


aches - fever - pain respiratory tract 
congestion 
Dosage: Adults and older children: One or two - 
tablets t.i.d. as required. Children 6 to 12 years 
of age: One tablet tid. as required. : 
Supplied: Bottles of 100- and 1000. 

Each orange and yellow layered tablet contains: . 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
“Perazil’® brand Chlorcyclizine Hydrochloride.... 15 mg 


Acetophenetidin 
Aspirin (Acetylsalicylic Acid) 


BURROUGHS WELLCOME & 


for the 


common 
cold 


TABLETS 


Most older children with the disease 
compensate for their inefficient digestion 
by eating hugely; however, infants are 
often unable to compensate, even if fed 
as much as they desire. Slow growth, a 
large appetite, and bulky stools are fea- 
tures of cystic fibrosis which result from 
the pancreatic dysfunction. 


About 10 percent of all infants with 
the disease are born with intestinal ob- 
struction because of abnormally thick 
meconium, due to abnormal secretion of 
glands lining the intestine. The infants 
with this condition are said to have me- 
conium ileus, and few of them survive 
the necessary surgical procedures. When 
they do survive, their later course is 
similar to that of other patients with 
cystic fibrosis. 


Mucous glands. The abnormality of 
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the bronchial mucous glands is less well 
understood. Normally, bronchial mucus 
functions as a snare for catching inhaled 
particles of dust and bacteria. The mucus 
is then transported by waving cilia up 
the bronchi and trachea in a manner 
suggesting a belt conveyor. When the 
mucus reaches the upper trachea it is 
coughed up. In children with cystic fi- 
brosis this process is impaired, probably 
because the mucus is abnormal, so that 
the children have difficulty in clearing 
their bronchi. 

The bronchi then becomes obstructed 
with mucus and pus, the lungs become 
overexpanded and emphysematous (hav- 
ing an abnormal number of air spaces), 
and the chest develops a barrel shape. 
Susceptibility to bronchitis and resulting 
chronic lung disease is characteristic of 
patients with cystic fibrosis. Each fresh 


respiratory infection increases the pulmo- 
nary changes. As a rule, only relatively 
common and benign bacteria can be cyl. 
tured from the bronchial mucus: for ex- 
ample, a Staphylococcus aureus, Pseudo- 
monas aeruginosa, and Proteus vulgaris, 


Sweat glands. The sweat glands are 
affected somewhat differently. Although 
they appear normal under the micro. 
scope, their function is abnormal. The 
sweat of persons with cystic fibrosis con- 
tains excessive amounts of salt. Moreover. 
the salt content of the sweat does not 
decrease in hot weather as it does in nor- 
mal people, so that large amounts of salt 
may be lost from the body. As a result 
persons with this disease easily develop 
heat prostration if they do not receive 
extra salt during hot weather. 


The determination of the sodium and 
chloride in the sweat is a simple proce- 
dure and is our most valuable means of 
diagnosing cystic fibrosis. The parents 
and siblings of children with this disease 
often have a moderately elevated sweat 
salt, a fact of importance for study of 
the genetic pattern. 

The most common clinical results of 
cystic fibrosis are, therefore, chronic 
bronchitis, malnutrition or poor gain, 
steatorrhea (fatty stools) with loss of fat- 
soluble vitamins, and susceptibility to 
heat prostration. The respiratory infec- 
tion produces the most distressing symp- 
toms and is the usual cause of death. 


A CASE ILLUSTRATION 


~ The clinical picture presented by indi- 
vidual patients varies according to the 
glands chiefly affected and is also influ- 
enced by the type of therapy provided. 
The following story of Jane exemplifies 
the most common form of the disease. 

Jane was the third child of healthy 
parents. The first child was born with 
intestinal obstruction and died in infancy 
the week following operation. The par- 
ents were told that this baby had had 
meconium ileus but were not warned 
that their later children might also be 
physically abnormal. Their second child 
was normal. 

Jane appeared normal at birth but 
gained only slowly in her first 2 months 
in spite of a good appetite and normal 
activity and development. She then did 
well until her fifth month, when she de- 
veloped bronchopneumonia; this respond- 
ed to chemotherapy. At 8 months she 
again had bronchopneumonia, which re- 
sponded to therapy only in part. There- 
after she had a chronic cough and 
wheezing, failed to gain normally, and 
developed a potbelly. 

Jane was seen by three physicians. The 
first made a diagnosis of pertussis and the 
second of asthma. The third, recognizing 
the possibility of cystic fibrosis, estab- 
lished the diagnosis by the sweat test 
and the finding of excess fat in the stool. 
He referred the child to a children’s hos- 
pital for confirmation of the diagnosis 
and for therapy. She responded well to 
the initial course of therapy, but was 
found to have extensive pulmonary 
changes. 

Jane’s family was informed of the 
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familial nature of the disease and in- 
structed as to her diet, vitamins, added 
salt, and antibiotic therapy. After 3 years 
during which the child’s cough was mod- 
erate and her gain slow but progressive, 


she developed measles and died a few 
weeks later. 
ORIGIN AND INCIDENCE 


Cystic fibrosis belongs in a group of 
hereditary metabolic diseases. As far as 
is known, only the exocrine glands are 
directly affected. The children are of 
normal intelligence, attractive, and with- 
out malformations in the usual sense. The 
genetic pattern is not yet clear. The dis- 
ease occurs among siblings with the fre- 
quency of a recessive trait. Sex distribu- 
tion is equal. Occurrence of the disease 
bears no relation to the age of the par- 
ents, the sibling order, or the economic 
status. All cases so far reported have 
been in the Caucasian race in various 
parts of the world and in the American 
Negro. 

We do not yet know whether cystic fi- 
brosis is transmitted through a dominant 
or a recessive gene. Although occasional 
cases are seen among cousins and more 
distant relatives, these are less common 
than would be expected if the gene were 
a Mendelian dominant. On the other 
hand, consanguinity is rare in families in 
which this disease occurs, while it is 
common in the families of persons with 
traits known to be transmitted by reces- 
sive genes. It has been calculated that if 


cystic fibrosis is caused by recessive 
genes, 1 in 20 of our population carries 
the gene. This seems improbable. Wheth- 
er the gene is dominant or recessive, its 
manifestation is irregular in penetrance 
and expression. 

The basic metabolic defect which is in- 
herited and which affects the various 
glands is as yet unknown. 

Cystic fibrosis has been estimated as 
occurring in about 1 per 1,000 live births, 
a frequency about half that of erythro- 
blastosis foetalis (anemia of the newborn 
caused by Rh factor incompatibility be- 
tween mother and fetus). The number 
of living cystic fibrosis patiehts of all 
ages is far less than might be expected 
from this figure because of the high mor- 
tality in early life. 

No accurate figures exist as yet on the 
number of persons with cystic fibrosis 
who are now living or on the number of 
deaths from the disease per annum. A 
study to determine the incidence of the 
disease is now being made by the Chil- 
dren’s Bureau and the National Office of 
Vital Statistics. In a preliminary report 
last April it was estimated that in the 
year 1957 there were 2,500 hospital dis- 
charges with this diagnosis, and of these 
one in seven was the result of death.” 
The Babies Hospital in New York sees 
50 to 60 new cases per year and is fol- 
lowing over 250 cases, while the Boston 
Children’s Hospital sees about 100 new 
cases a year. Many patients in both 
clinics are referred from other cities. 


These figures only tell us that the disease 


is far from rare. 


FAMILY STRESSES 

Cystic fibrosis has become a public 
health problem because of the great, 
often devastating, strain which it places 
on the many families involved. These 
families need help of all kinds, financial, 
medical, educative, and supportive. The 
pressure and anxieties resulting from 
cystic fibrosis in the family may be 
grouped into three categories: (1) those 
directly concerned with the care of the 
patient; (2) the financial stresses; and 
(3) the problems presented by the dis- 
ease’s hereditary nature. 

First, the immediate care of the patient 
requires supervision by a doctor or clinic 
familiar with the disease, able to instruct 
the mother, and able to provide her with 
continued emotional support. At home 
the child needs daily vitamin supple- 
ments, salt tablets, and usually antibiotics 
of some sort. He does better on a planned 
diet, which the mother must learn how to 
prepare. 

The mother of the child with cystic 
fibrosis has many difficult decisions to 
make. Can Jim play with other children? 
Is isolation or exposure to infection the 
greater riskP How much exercise can 
child stand? Will other mothers fear that 
his cough means a contagious disease? 
Shall he go to school or have home 
teaching? Can he go swimming? (The 
answer is yes.) How can his condition 
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be explained to his grandparents and to 
the neighbors? 

The child himself, as he grows older, 
learns that he is different from other 
children. He may also learn that many 
children with cystic fibrosis die before 
they grow up. As he reaches adolescence 
he has new worries. What kind of work 
will he be able to do? Should he marry? 
How long a life should he plan for? 
With these problems added to the usual 
strains of adolescence, it is not surprising 
that some adolescents with this disease 
become deeply depressed. 

The financial problems are staggering. 
Hospital bills are usually covered only in 
part by hospital insurance. Even if the 
child escapes hospitalization, the cost of 
his illness adds an estimated $1,000 to 
$1,500 a year in druggists’s bills, X-rays, 
trips to the clinic, high protein foods with 
plenty of meat. Families of moderate in- 
come sometimes deprive the rest of the 
family of protein foods so that the sick 
child may have enough. Some sell their 
homes to pay the bills. Many parents 
who can see little improvement in their 
child from all the other measures they 
have taken decide to move their family 
to another climate, often at financial sac- 
rifice and usually without benefit. 

The genetic implications of the disease 
present other problems. The most press- 
ing for the parents is often the question 
of whether or not to have more children. 
Shall they take a chance, and have other 


children of their own? Or shall they 
adopt a child, go in for artificial insemi- 
nation, or perhaps get a divorce and be- 
gin over again? Sometimes the two sets 
of grandparents come into the conflict, 
each set convinced that the bad inherit- 
ance must come from the other. 

Finally, many families feel isolated by 
what seems to them a unique problem, 
and many feel resentment because of the 
delay in diagnosis which resulted from 
their doctor’s lack of knowledge about 
the disease. Many have been frustrated 
in their attempts to obtain assistance 
from public agencies to meet the heavy 
burden imposed on them by the disease. 


WHAT CAN BE DONE 


What can be done toward solving these 
problems? 


1. More research. The first need is for 
more knowledge, more research into all 
aspects of the disease. 


2. Dissemination of knowledge. The 
knowledge that we have is not well dis- 
seminated among physicians, schools, or 
even public health agencies. Recent med- 
ical school graduates and pediatricians 
are the best informed groups, but many 
other physicians know little more about 
cystic fibrosis than the name. If the pub- 
lic health center, the school nurse, the 
social service agencies, and the general 
public knew a little more about the dis- 
ease, the families with affected children 


might be better provided with counsel 
and support. In large centers of popula- 
tion a counseling service for the increas. 
ing number of adolescents and young 
adults having cystic fibrosis would be in- 
valuable. 


3. Public aid. Third, much of the 
family’s financial burden could be borne 
by public aid. In Connecticut, for ex. 
ample, the cost of drugs and vitamins is 
assumed by the State. However, in many 
States the laws exclude cystic fibrosis 
from the group of diseases supported by 
State funds. 

A start has been made toward solving 
some of these problems. The National 
Cystic Fibrosis Research Foundation, or- 
ganized by the parents themselves, is 
working effectively at raising funds for 
research and education. The Public 
Health Service is in process of starting 
a research group at the National Insti- 
tutes of Health. The cystic fibrosis clinics 
of a number of children’s hospitals across 
the country are absorbed in medical care 
of patients and in basic research, usually 
without adequate support. 

Awareness of the disease is becoming 
more widespread. This will, we hope, 
result in effective action toward solution 
of the medical and social problems result- 
ing from cystic fibrosis. 

1. Sirken, Monroe G.; Crane, Marian M.; 
Brown, Morton L.; Kramm, Elizabeth R.: A 


national hospital survey of cystic fibrosis. Pub- 
lic Health Reports, September 1959. 
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Industrial hygiene 
for the farm 
by mail order* 


Clyde M. Berry, Ph.D.+ 


When a farmer tries to unclog the me- 
chanical cornpicker, does he realize the 
danger of keeping the power on? When 
he enters the silo, does he know what to 
do to protect himself against lethal gas? 
Does he know how to handle safely toxic 
chemicals used on the farm? 

Modern farming meets a growing num- 
ber of hazards. How. can health agencies 
provide the farm with the industrial hy- 
giene services now used in other occupa- 
tions? 

Up to this point, the large farm pop- 
ulation at risk has derived little benefit 
from the Nation’s experience and skills 
in industrial hygiene, partly because these 
services have developed along custom- 
tailored, high-quality lines. We shrink 
from suggesting to the farmer a “do it 
yourself” program. 

Nevertheless, goods onl: ‘services 

} flow from the producer and purveyor to 
the consumer. A method. of extending 
the consumption of industrial hygiene 
services through a mail-Order” technique 
may merit ‘consideration. An analysis of 
the problems involved in such an ap- 
proach indicates that it may be possible 
for farm application. 

In an industrial setting, we in indus- 
trial hygiene have believed that only 
limited delegation of responsibility to 
nonprofessional people ,can be made and 
a performance level ‘be retained that 
meets our exacting achievement criteria. 
Sacred has been the conviction that there 
is no substitute for knowledge, skill, and 
experience in setting up a sampling regi- 
men, supervising data compilation, inter- 
preting findings, and recommending con- 
trols. 


The above are valid argmrents. The” 


dollar cost of mistakes can be consider- 
able. Injury to health, proximate and ul- 
timate, is a potential that continually 
haunts us. Resurveys may need to be 
made. Modification of engineering con- 
trols may be required. These are expen- 
sive. The individual responsible for a 
mistake can lose the support of his em- 
ployer and be discredited by his con- 


*Reprinted from Public Health Reports, Dec 
59. 


?Dr. Berry, who is associate director of the In- 
stitute of Agricultural Medicine of the State 
University of Iowa, Iowa .City, delivered this 
Paper in substantially the’ same form at the 
1959 meeting of the American»Conference of 
Governmental Industrial Hygienists. 
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an 


freres. This is soberiaig to the profession- 
ally courageous and frightening to the 
professionally timid. . 

Almost all of our efforts are unique. 
Individual problems are exactly that— 
and must be so studied and controlled. 
With such an approach it is entirely un- 
derstandable that problem solving and 
routine program commitments ,represent 
the major part of established programs. . 
With limited staff it is natural to try to, 
do the most in the least amount of time 
for the greatest number of people. 

This situation provides a logical ex- 
planation for finding the best industrial 
hygiene coverage in the larger plants and 


in those industries with the most acute 
hazards. In:the larger plant, operations 
are likely to be more continuous. Job as- 
signments are likely to be more special- 
ized. Presenting the findings of studies 
to management and getting controls ini- 
- tiated is easier if management had been 
faced with repeated : situations of a com- 
parable nature and is “educated” to work 
. with industrial hygiene people. 

Providing industrial hygiene services 
for the small plant is not easy. We swim 
yearly through a sea of salty tears as we 
deplore this lack of services and fervently 
discuss ways and means of providing 
these needed services. We concede that 
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the plants are widely scattered and travel 
time is considerable. The “few people 
employed have ‘multiple duties. Other 
parameters include variations in process- 
ing, transient personnel, poor plant main- 
tenance, lack of medical supervision, in- 
adequate housekeeping, hand-to-mouth 
financing, lack of mechanization, and ab- 
sence of records. 

Providing industrial hygiene services 
to the farm is a somewhat similar” but 
even more difficult problem. The addi- 
tional parameters include a most geo- 
graphically diffuse population at risk; the 
home and the workplace are the same; 
management and labor are identical; the 
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worker may be of either sex and will 
range widely in age, intelligence, educa- 
tion, normal health status, and training 
for a specific job. 

Further complications are that the jobs 


“may be highly intermittent; may be per- 


formed indoors or outdoors; and may be 
heavily influenced by the weather and 
climate. They are subject to considerable 
variation in personal hygiene and in the 
availability and use of personal protec- 
tive equipment. There is no separate 
maintenance man or operator. The farm- 
er is both. ; 

How can an industrial hygiene service 
that will meet the exacting» criteria we 


have established be provided to g Che: 
family operation? I have grave personal 
misgivings that this can ever be achieved 
If we have not been able to meet the 
needs of the small plant, how can we 
meet the needs of the farmer? Will there 
be enough money? Enough people? Can 
the problems which we described be cir. 
cumvented? 

It seems unlikely that there will be 
enough money and people to do the kind 
of job that we have held to be acceptable 
by our professional standards. Our choice 
then, is one of necessity. We can per. 
form individual, high-quality industria] 
hygiene services and be of little help to 
the great mass of those who need help, 
The alternative is heresy: to sacrifice 
quality for quantity. 

Let us frankly consider how such wide 
coverage might be provided: 

Can a system be devised for ‘enabling 
the farmer to identify his problem? 

If there are unusual aspects to the 
problem, a nonstandard situation, can it 
still be identified? Can a farmer describe 
his problem in nontechnical terms? 

Can the system provide for the expert 
but remote appraisal of nonstandard con- 
ditions? Can control suggestions be pro- 
vided to the farmer in nontechnical terms 
—not only so he can understand them, 
but so that he cannot misunderstand 
them? 

If professional heresy can be hypo- 
thetically condoned for the moment, then 
one can speculate further as to how these 
problems of the farmer can be handled 
from a distance. Let us suppose that it 
is possible to place in the hands of the 
farmer a device for visual association that 
can assist him in identifying. problem 
areas, real and potential, known and un- 

_known.. The device would: 


e Apply specifically to individual farm 
equipment items and operations, or eith- 
er, that are used or performed by the 
particular farmer to whom the device is 
provided. 

@ Be sufficiently specific so that alter- 
native control approaches are definable 
by the farmer as to first cost, cost of op- 
eration, service factor, and degree of 
probable effectiveness. 

e Provide enough option in listings of 
size, mounting, power source, and mate- 
rials of fabrication for a fairly wide 
range of needs, and discuss farm-use 
variables such as severity and duration of 
exposure, weather conditions, and equip- 
ment breakdown. 

e List sufficient detail for satisfactory 
ordering, shipping, installing, and testing. 

e Indicate in advance what will be in- 
volved in maintenance, storage, multiple 
application, power consumption, and pro- 
vide a listing of depots where expendable 
items and repair parts may be secured. 

e Emphasize comparison and choice 
(management prerogatives ). 

e Minimize coercive overtones. 

e Point out profit incentives as far as 
possible. 

e Offer reassurance that special prob- 
lems can be met through mail consulta- 
tion, telephone, or (under unusual cir- 
cumstances) by a personal visit from a 
professional. 


f 


« Make provision for services such as 
alterations, return-for-refund, and trade- 


, Suggest financing methods, tax cred- 
its, amortization rates, and relationships 
to any legal liabilities which might be in- 
volved. 

Keep performance claims conserva- 
tive. This implies building in an extra 
margin of safety. 


Our problem can be compared roughly 
to that of merchandising in rural areas 
soon after the wide expanses of America 
were opened up to homesteading. Rail- 
roads and stagecoaches provided the link 
between villages and towns. Special 
needs of consumers were met by making 
articles on the premises. Where special 
skills were required, as in blacksmithing 
and leathercraft, artisans set up shop. For 
regularly used items that could be mass- 
produced in the industrial east there was 
the outlet of the general store. The gen- 
eral store, however, was limited in the 
stock it could carry as to kind, size, color, 
material or other features. The distance 
between farm and village was consider- 
able and trips were infrequent. A gov- 
ernment service to the individual farm or 
ranch provided an answer. Rural free de- 
livery of mail made the mail-order house 
possible, and the combination resulted in 
an analogous manner for the current pro- 
fessional dilemma which we face. 

We shall need to curb our natural re- 
sponse—that this cannot be adapted to 
industrial hygiene—and approach it with 
an open mind. Perhaps it can be applied 
to industrial hygiene, if we try. 

Remember, we are directing our efforts 
toward the mass markets, not the carriage 
trade. We seek to capture the industrial 
hygiene build-it-from-a-kit group. What 
changes are in order for us to provide 
mail-order industrial hygiene for the 
farm? At the risk of losing my member- 
ship in our professional societies, I would 
like to present the following arguments 
for considering such an approach. 

Farmers are not being reached. Until 
small plant needs have been met farmers 
will still be professionally neglected. They 
have a problem. How can we justify any 
delay in providing them with a needed 
service, however meager? 

We will do more good than harm. 
Those instances where untoward results 
from faulty choice of equipment, im- 
proper maintenance, a false sense of se- 
curity, and other factors will be out- 
weighed by acceptable control proce- 
dures. 

Under certain circumstances sacrificing 
quality for quantity can be justified. Why 
can’t we adapt the “weighted exposure” 
concept to the situation? Wouldn't a lit- 
tle industrial hygiene for a lot of people 
as justifiable as intensive service for a 
lew? 


THE CATALOG 


Let us assume that the arguments 
above have been cogent and convincing. 
How can we make industrial hygiene for 
the farm by mail order work? The fol- 
lowing methodology is offered as the first 
halting step in this direction. 
Concentrate first on a “catalog.” Pre- 
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pare material that will be most amenable 
to a do-it-yourself approach, for hazards 
that have the most serious potentials, and 
for the largest number of farmers. 

Get the catalog into the hands of the 
farmer. Many avenues are available: di- 
rect mail; distribution by farm children, 
rural organizations, or farm extension per- 
sonnel; over-the-counter from farm equip- 
ment outlets or hardware stores; or on a 
request basis, with the demand built up 
by blanketing farm communication media 
—magazines, newspapers, radio, and tele- 
vision. 

Concentrate heavily on timing and lu- 
cidity. The farmer has seasonal problems. 


Anticipate these so he can avoid emer- 
gencies and inevitable improvisations. 
The material should be so presented that 
he can see it applies to him and his 
operations. 

Aim for standardization, “packaged” 
control. Inevitably this will lead back to 
the manufacturer, the packager, and to 
sales and service outlets for farm needs. 
It is a laudable objective in the area of 
farm operations. Specifications should 
take precedence over the traditional faith 
in brand name with the added informa- 
tion on make and model. 

If all automatic silo unloaders were re- 
installed at the time the silo is filled, a 
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WAKE OPSBRIGHTS 


... twice the release 


from 


MORNING STIFFNESS 
ACHES and PAINS 


now double 
strength 

Relaxes the spasm that causes 
the pain. 


Relieves the pain that causes 


the spasm. 


Gets patients mo-o-o-ving 
faster in the morning. 


NEW ...capsule shaped tablet 
with easy-to-swallow film coating 


EACH SPECIAL COATED TABLET CONTAINS: 


Salicylamide............. . 500 mg. 
Mephenesin............ .. 333 mg. 
Ae. 50 mg. 


' DOSAGE: 2 or more tablets q.i.d. after 
meals and at bedtime. 


SUPPLIED: Economical bottles of 100, 
500 and 1,000. 


FOR SPECIFIC ANALGESIC THERAPY 
prescribe THE SALIMEPH FAMILY 
Salimeph Forte ¢ Salimeph-C 
Salimeph/Prednisolone 
Salimeph-C/Codeine Phosphate 
Salimeph-C/Colchicine 
Write for samples and literature... 


built-in device would be available for 
eliminating exposure to silo gas. The 
catalog might give the following instruc- 
tions for ordering a spiral, wire-rein- 
forced, flexible, cloth duct to fit the fan 
discharge of a silo unloader: 


Diameter. M e outside diameter between 
two pieces of wood held parallel to each other 
as shown in figure 1. This is the inside di- 
ameter of the tube. Order next larger size. 

Length. Allow for settling of 15 percent of 
height of silo. Calculate in feet. Add distance 
(in feet) from center of silo to inside wall. This 
is the length to be ordered. 

Installation. Remove blower chute; place the 
tube over circular fan discharge opening and 
clamp as shown in figure 2. Attach wall hanger 
as shown in figure 3. Fasten to wall at window 
or farthest point from any nearby building. 
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Operation. Make visual observation from the 
ground that discharge end of tube is in place. 
— unloader for 15 minutes before entering 
silo. 

Note: To avoid removing silage, support un- 
loader above silage as shown in figure 4. The 
support should be 4-6 inches thick and approxi- 
mately 24 inches in diameter. 


SUMMARY 


Justification has been attempted for 
departing from high-quality, custom-type 
industrial hygiene services in order to 
serve a geographically diffuse population 
at risk. The method proposed for such a 
group involves many of the techniques of 
merchandising by mail. General sugges- 
tions for applying such a service to agri- 
cultural operations are made. 


Diet care 
and services for 
patients with 
cardiovascular 
disease* 


Beth Heap} 


As investigators seek the causative and 
preventive factors in heart disease, the 
public is demanding information on how 
to apply findings in heart research to pat. 
terns of daily living. Articles, books, and 
radio and television programs have sup- 
plied information, and health agencies 
have held open meetings, particularly on 
the subject of obesity and cardiovascular 
disease, in an effort to meet this demand, 
Recently the American Heart Association 
and the National Heart Institute present- 
ed a summary entitled “A Decade of 
Progress Against Cardiovascular Dis- 
ease.” 

Although diet as therapy seems to be 
increasing in importance, especially in the 
prevention and control of atherosclerosis, 
it is only one interrelated factor in the 
medical care regimen. 


STATUS OF DIET THERAPY 


Briefly, current diet therapy in cardio- 
vascular disease emphasizes (a) calorie 
restriction to achieve and maintain cor 
rect weight, (b) sodium restriction to 
control the edema which often accom- 
panies congestive heart failure and to 
lower blood pressure in some cases of hy- 
pertension, and (c) selection and restric 
tion of fats:.as a possible factor in the 
treatment and prevention of atheroscle- 
rosis. : 

Obesity, or even relatively mild over- 
weight, is considered ‘a’ hazard to patients 
with heart disease, and weight reduction 
is generally the physician’s first order for 
overweight cardiac patients. Physicians 
vary in their methods for treating obesity, 
but they agree as to its danger to health, 
especially in heart disease. Generally, 
they also agree that patients should con- 
tinue on an adequate diet, and when spe- 
cific modifications are necessary, they 
should be made only on the physician's 
recommendations. 

Sodium restriction is the established 
diet therapy in the treatment and control 
of the edema accompanying congestive 
heart failure. Physicians prescribe diets 
of designated levels of sodium according 


°Reprinted from Public Health Reports, Dec. 
1959. 

+Miss Heap is chief nutrition consultant, Heart 
Disease Control Branch, Division of Special 
Health Services, Public Health Service. The ar- 
ticle is based on a paper given at the Annual 
Health Conference of the Pennsylvania Depart- 
ment of Health, held at University Park, August 
18, 1959. 
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to the individual patient’s needs. In some 
cases of hypertension, sodium restriction 
helps to lower blood pressure. 

Sodium-restricted diets are also pre- 
scribed for the prevention of edema when 
treatment includes the use of such medi- 
cations as adrenal steroids which have 
sodium-retentive properties and cause ex- 
cessive fluid accumulation in the tissues. 

At present there is no_ established 
dietary treatment for atherosclerosis. Cur- 
rent studies indicate several important 
facts that relate dietary fat to the level 
of blood cholesterol. Increasing evidence 
points to the importance of the ratio of 
saturated to polyunsaturated fats in the 
diet in altering serum cholesterol. Metab- 
olism studies indicate that polyunsaturat- 
ed fats in the diet usually reduce the 
serum cholesterol and increase the cho- 
lesterol and cholic acid in the feces. 
Serum cholesterol concentration is a good 
indication of the total lipid concentration, 
but its true relation to coronary artery 
disease is still undetermined. 

However, diet is only one of the fac- 
tors in atherosclerosis. Some others being 
studied singly and in combinations are 
sex, age, race, physical exercise, heredity, 
and stress. Until we learn more, it is im- 
possible to pinpoint the one determining 
factor—dietary, physical, or environmen- 


The current, widespread practice is to 
prescribe a modified diet on the theory 
that it will be beneficial to the patient 
with a certain heart disease. 


Diet therapy in heart disease, except 
for a few treatments of established value, 
is constantly changing, partly because of 
new findings. It is important to establish 
the possible benefits of each discovery to 
patients with cardiovascular disease. 

Because of the need for information 
and diet guides on fat selective and fat 
restrictive therapy, the American Heart 
Association and the American Medical 
Association are preparing such material 
for the use of physicians. Its purpose is 
to explain the current situation and what 
can be expected of this type of diet ther- 
apy with the knowledge that these pre- 
scribed diets will do no harm and that 
they may do some good. 

However, the patient’s adherence to 
the diet regimen is the final test. Diet 
therapy, for the most part, is a do-it- 
yourself project. It is the patient himself, 
or the person caring for him, who must 
understand and follow through on a diet. 

One of the biggest blocks to a success- 
ful dietary regimen is the patient’s lack 
of sufficient instructions when the diet is 
prescribed. If the patient is to derive the 
expected benefits, he must know what 
changes are required and how to make 
them accurately for each meal as long as 
he is on the prescribed diet. 

When the physician prescribes a diet 
modification, it is his responsibility to ini- 
tiate the patient’s diet education and, as 
necessary, refer him to a diet counselor 
(nurse, dietitian, or nutritionist) for sup- 
plementary assistance. Few physicians 


can take the time to do more than ex 
plain the principles of the diet and give 
the patient standard diet references, But 
rarely can adequate instructions be given 
or learned in one quick lesson, 


COUNSELING SERVICES 


The majority of patients on i 
diets lack the adequate py 
ices which they should have. I exclude 
patients who are referred periodically 
during treatment by their physicians to 
dietitians or nurses for dietary guidance 
patients attending clinics where dietary 
counseling is an integrated patient-care 
service, and hospitalized and institution. 
alized patients. I am concerned about 
the patients who, for the most part, have 
had only one instruction session, general- 
ly at the time the diet was prescribed, 
These patients are living at home and 
working. 

Regardless of age or education, the ay- 
erage person does not have sufficient 
knowledge to fulfill accurately the re- 
quirements of most diet prescriptions. He 
is deluged by new and strange duties and 
rules. Perhaps he must learn the names 
and meanings of such unfamiliar nu- 
trients as fatty acids, sodium, polyunsat- 
urated fats, and cholesterol, and how to 
measure them in units, exchanges, grams, 
or milligrams. He needs explanations and 
guidance as each new need arises. When 
these services are provided adequately, 
he can follow a diet correctly. 

However, even with close guidance by 


In asthma, hay fever, chronic 
bronchitis and related 
bronchial conditions . . . 


OFTEN 
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SINGLE 
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. .. also an effective 
analgesic and antipyretic for head 
colds, menstrual distress, 

neuralgia and arthritic pain. 
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AMERICAN FELSOL CO., P. 0. Box 395, Lorain, Ohio 


Each coated tablet (pink) contains: b 


400 
Dosage: One tablet one-half to one hour before each meal. 
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for therapy 


of overweight patients 


d-amphetamine 


depresses appetite and elevates mood 


meprobamate 


eases tensions of dieting 
(yet without overstimulation, insomnia, 


or barbiturate hangover.) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


mg.; d-omph sulfate, 5 mg. 


4 bool ‘ ° 

q 

| 


N ex. 


given 


ysician and diet counselor, it is not 
always easy for the patient to master the 
many details of his diet. To persist in 
meticulous daily application of his new 
dietary regulations demands both interest 
and ability. 

Patients are often told to “cut down,” 
“out out,” or “go easy” on salt, starches, 
or fats. Many persons disregard such ad- 
vice and continue on their way, unwor- 
ried. Others are convinced, however, 
that the prescription is essential to their 
health. They seek any source of help. 
They spend time and money and often 
become confused and unduly worried be- 
cause the physician said, “Watch your 
calories.” 

This picture is not exaggerated. Every 
day numerous inquiries about prescribed 
diets find their way to pharmacists, gov- 
ernment agencies, librarians, Congress- 
men, and even to charlatans and special 
food stores. Requests for help range 
from questions about sodium restriction 
to the meaning of hydrogenated and un- 
saturated fat. These requests make it 
clear that patients are interested in learn- 
ing what their diets mean and how to 
carry them out. 

Printed as well as oral instructions 
should always be a part of any pre- 
scribed diet. Standard diet references 
are a tool designed to help the patient 
help himself. Three sodium-restricted 
diet booklets’? are the most recent patient 
education references. However, any diet 
pamphlet is standard only while on the 
shelf. Little attention or space can be 
devoted in standard guides to individual 
problems such as limited education, in- 
adequate income, or lack of interest. And 
it is in solving these difficulties that indi- 
a. counseling is of the greatest bene- 

A patient is justified in expecting ade- 
quate dietary instructions, just as he ex- 
pects the services of a pharmacist for his 
drugs, of a nurse for his injections, and 
of a physical therapist for his exercises. 
Yet today only a small percentage of pa- 
tients have’ the opportunity to obtain 
dietary counseling. The question is how 
can more of these services be developed. 

There are several ways, but few of 
them have been explored, and few have 
been successful. Perhaps the most prac- 
tical would be a cooperative community 
service designed to serve all patients on 
their physicians’ referral. Such a service 
would assure physicians that their pa- 
tients would receive sound dietary in- 
struction supported by recommended diet 
guides or manuals. The patient would be 
better prepared to shoulder his diet ther- 
apy responsibilities, and the community 
would be one step higher on the ladder 
of improved health services. 

Although there is a dearth of counsel- 
ing services, recognition is growing that 
adequate diet education is essential for 
more effective diet therapy and for the 
development of sound nutrition practices 
in the general population. 

Among the many diet pamphlets par- 
ticularly helpful to persons who are not 
on prescribed diets are three basic guides. 
“Food for Fitness: A Daily Food Guide” 
is designed for all ages.’ “The Food You 
Eat and Heart Disease” summarizes cur- 
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NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary , 
supplement intended for geriatric use. improves mental and gech 15 ce (3 8 tute) costes 
physical well-being. Improves protein and calcium metabolism. 
Indicated during convalescence, also as a preventive agent in 0102 me. 
common degenerative changes. 3 me 
mg. 
Dosage: Pi py: 
1 teaspoonful (5 cc) 3 times a day, NICOZOL COMPLEX is avail- s= 
preferably before meals. Female pa- able as a pleasant-tasting : 15me 
tients should follow each 21-day elixir. Popularly priced. 00 mg. 
course with 9 7-day rest interval. Bottles of 1 pint and 1 gallon. ap Ne 2 me 
Trace Minerals as: lodine 0.05 mg. 


mg., Manganese 1 mg., 


jum 
Cobalt 0.1 mg., Zinc 1 mg. 
Contains 15% Alcohol 


rent knowledge about diet and cardiovas- 
cular disease.‘ “Food Guide for Older 
Folks” includes pointers on planning, 
buying, and preparation of food and rec- 
ommendations for adjustment of calories 
as energy and maintenance needs de- 
crease.” 


FUTURE ACTIVITIES 


For the future, I visualize nutrition 
education activities which will encom- 
pass the presumably healthy adult pop- 
ulation as well as those under medi 
treatment. On the premise that the 
earlier one starts to achieve and maintain 
maximum nutritional health, the better 
the results, the development of two new 
nutrition education activities seems ad- 
visable. 


The first is a sound nutrition course 
for all high school students. Its primary 
aim would be to teach students the rela- 
tion of adequate diet to good nutritional 
health. Most young people, particularly 
boys, leave high school and soon accept 
family responsibilities with the scantiest 
understanding of this fundamental sub- 
ject. 

Second, I envision a community dietary 
counseling service available to anyone 
who requests nutrition information. This 
same service would also be available on 
referral by a physician to any patient on 
a prescribed diet. Such a service would 
be one more means of helping to prevent 
as well as to correct nutritional disorders. 

A community dietary counseling serv- 
ice will achieve effectiveness only when 
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the prophylactic with “built-in” sensitivity 


The exquisite sensibility preserved by a 
RAMSES prophylactic encourages rigorous 
cooperation necessary from the husband. 


A tissue-thin, natural gum-rubber sheath 
of amazing strength and solid clinical 
reliability, RAMSES is silken smooth, 
delicately transparent—almost out of human 
awareness. Without imposition, or 
deprivation, for the sake of cure, the routine 
use of RAMSES with “‘built-in’’ sensitivity 
is readily adopted, even by the husband who 
fears loss of sensation. 
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all nasal and paranasal 
membranes 
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Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 

* in allergic reactions of the 

upper respiratory tract 


Triaminic*® is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes Pheniramine 

provi des longer-las ting velief 25 mg. 

- bl f Dosage: 1 tablet in the morning, midafternoon and at 
presents no probiem 0 bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
rebound congestion ally sufficient. 


formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Relief is prompt and prolonged because Each tsp. (5 ml.) of Triaminic Syrup provides: % the 
of this special timed-release action: of the 


ee! Dosage (to be administered every 3 or 4 hours): 
Adults — 1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 
minutes to produce dren I to 6 — ¥% tsp.; Children under 1 — % tsp. 


3 to 4 hours of relief 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 
2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957- 
diclasogrates to give 3 to 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


4 more hours of relief 


the leading oral nasal decongestant... 


e 
timed-release tablets and juvelets 
also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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Boyden 


2. Sphincter of Oddi 
in Spasm 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. ~- 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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Cholan 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 

Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 


meals. Cholan HMB -—dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Ci Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 
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it is initiated, directed, and used consist- 
ently by members of local medical so- 
cieties in cooperation with other commu- 
nity health groups. 


1. A decade of progr gainst cardiovascu- 
lar disease. Congressional Record 105:1801- 
1808 (appendix), Mar. 5, 1959. 

2. American Heart Association: [Three book- 
lets.] Your 500 milligram sodium diet. Your 
1,000 milligram sodium diet. Your mild sodium- 
restricted diet. New York, 1958. 

3. U.S. Department of Agriculture: Food for 
fitness: A daily food guide. Leaflet No. 424. 
Washington, D.C., U.S. Government Printing 
Office, 1958. 

4. U.S. Public Health Service: The food you 
eat and heart disease. PHS Pub. No. 537. 
Washington, D.C., U.S. Government Printing 
Office, 1957, 11 pp. 

5. U.S. Department of Agriculture: Food 
guide for older folks. Home and Garden Bull. 
No. 17. Washington, D.C., U. S. Government 
Printing Office, 1959, 16 pp. 


Conservation of 
air resources* 


Frank Tetzlaff, M.C.E.} 


Air pollution has been defined as the 
presence in the air around us of sub- 
stances put there by the activities of man 
in concentrations sufficient to interfere 
directly or indirectly with our comfort, 


ee from Public Health Reports, Jan. 


+Mr. Tetzlaff is chief, Air Pollution Engineering 
Branch, Division of Engineering Services, Bu- 
reau of State Services, Public Health Service. 
This article was excerpted and updated from a 
paper presented at the annual convention of 
the General Federation of Women’s Clubs, held 
in Hollywood, Calif., June 5, 1959. 
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in 2-3 minutes which lasts 4-6 hours. Americaine 
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use. 
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and Liquid) contains 20% dissolved benzocaine for 
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Post-Hemorrhoidectomies 
Abrasions, cuts, etc. 
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AEROSOL 


Automatic Spray Topical Anesthetic 


ARNAR-STONE LABORATORIES, INC. 
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safety, or health, or with the full use and 
enjoyment of our property.’ Jp 
communities the simultaneous outpour. 
ing of many particles, fumes, dusts pa 
pors, gases, and ash, and the subsequent 
interactions of these pollutants jn 
atmosphere have created prolonged irrj. 
tative effects on people; damaged vegeta- 
tion, livestock, and structural and other 
materials; decreased visibility, with haz. 
ards to air and ground transportation: 
and impaired property values. Estimates 
of the probable cost to the communities 
of some of these effects have ranged from 
$10 to $65 annually for each person! 
But large as this figure may seem, it stil] 
does not include the cost of esthetic de. 
terioration, the damage to the general 
fitness of the environment, and the de. 
sirability of the community as a place to 
live, to all of which it would be difficult 
to assign a dollar value. 

The communities in the United States 
with long-established smoke abatement 
programs are relatively few. Many such 
programs have only recently begun, nota- 
bly with the industrial and community 
expansion emerging during World War 
II. The U.S. Bureau of the Census sta- 
tistics show that the growth of metropoli- 
tan areas in the United States has crowd- 
ed over one-half of our present population 
of more than 175 million into some 180 
metropolitan areas, less than 10 percent 
of the land area. The tendency to ur- 
banization will continue, with further 
complications of air pollution. 

No single factor can be charged with 
full or principal responsibility for air 
pollution. Many common and essential 
activities contribute. While automobile 
exhausts may be significant in one com- 
munity or in one part of town, industrial 
fumes and vapors may be disturbing else- 
where. In many large cities, garbage and 
refuse incinerators in apartment houses 
or even backyard incinerators have been 
major contributors. Municipal incinera- 
tors, powerplants, steel mills, ore smelt- 
ers, and petroleum refineries are serious 
sources when improperly operated or 
lacking devices to control dust, smoke, 
or other discharges. Certainly operations 
such as the burning of open garbage and 
refuse dumps and the uncontrolled bum- 
ing of automobile bodies in metal salvag- 
ing operations are offensive practices. 

Although the effects of air pollution 
are generally subtle and difficult to meas- 
ure, they can be apparent and even dis- 
astrous.*** 

The growing concern with air pollution 
has resulted in Federal legislation au- 
thorizing the Public Health Service to 
conduct a program of research and tech- 
nical assistance.’ Since efforts to control 
air pollution have been hindered by the 
lack of technical knowledge concerning 
the causes, effects, and practical control 
measures, major emphasis has been 
placed on research. 

In developing air pollution research, 
the Public Health Service has enlisted 
the aid of other Federal agencies, univer- 
sities, and research institutions in every 
part of the country. Some studies are 
designed to determine which air pol- 
lutants, if any, cause or intensify specific 
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disease conditions or otherwise adversely 
effect. the population.” Through such 
studies, we may learn what pollutants 
must be removed from the air and what 
dements may be safely ignored. By ob- 
serving the effects of polluted air in the 
jaboratory and on human beings over a 
considerable period of time, sound con- 
dusions can be reached. Significant leads 
have been uncovered. There is evidence 
of a relationship between air pollution 
levels and mortality rates from stomach 
and lung cancer, with allowance being 
made for smoking habits.’ We know 
that there are pollutants in urban air 
which can produce cancer in experimen- 
tal animals. 

A followup study on the population of 
Donora, Pa., has shown that the people 
who were made ill by the air pollution 
disaster in 1948 have had poorer health 
in general and higher mortality rates 
these past 10 years than their neighbors 
who were apparently unaffected. Many 
who died during acute air pollution epi- 
sodes in London, Donora, and the Meuse 
Valley were elderly people with preex- 
isting respiratory or cardiac difficulties. 

Research in Great Britain has shown a 
direct relationship between air pollution 
and chronic bronchitis, a serious disease 
ranking third among causes of death in 
England and first among causes of eco- 
nomic loss due to illness. We have rea- 
son to believe that chronic bronchitis is 
also on the increase in this country.’ 

During the past 4 years, the Public 
Health Service has established a national 
air sampling network which for the first 
time permits-a systematic measurement 
of air pollution throughout the United 
States. At present, the network consists 
of some 230 sampling stations, all 
manned by cooperating State and local 
agencies. 

New methods of analyzing pollutants 
have been developed including the use 
of chemical, physical, and biological 
means which are proving to be more ac- 
curate and economical. Air pollution 
effects from specific industrial or com- 
munity activities, such as oil refining, 
burning of municipal wastes, and opera- 
tion of motor vehicles, are being evaluat- 
ed. Fundamental studies are being con- 
ducted of the relationship between 
weather conditions and the buildup of 
pollutants in the atmosphere. A method 
is being developed for forecasting weath- 
er conditions which permit the abnormal 
concentration of pollutants. 

An automobile exhaust test facility de- 
veloped by this program is becoming rec- 
ognized as one of the best in the country. 
It permits simultaneous study of divers 
factors concerned with fuel and engine 
variables as they relate to the effects of 
irradiated auto exhaust on plants and 
animals. 

For work on air pollution, short-term 
training courses are being given for per- 
sonnel in health agencies. In addition, 
grants-in-aid have been made to 10 uni- 
versities for the development and sup- 
port of graduate level courses. Technical 
assistance on specific air pollution prob- 
lems has been provided to State and lo- 
cal government agencies and other or- 


ganizations. 


JOURNAL A.O.A., VOL. 59, MARCH 1960 


Congress, in passing Federal legislation 
on air pollution, reserved to the States 
and local communities the responsibility 
for controlling air pollution within their 
jurisdictions. With the growing interest 
in conserving the Nation’s air resources, 
States and communities have been sur- 
veying their air pollution position. With- 
in the last 10 years, more than 20 States 
have adopted or modified legisiation in 
this field. An increasing amount of legis- 
lative activity has been observed in cities. 

No modern city can hope to be com- 
pletely free of air pollution. Industrial 
activities necessarily produce vapors, 
dusts, or gases which slip by the most 
effective control and retention devices 
now known. To require industry to es- 
tablish absolute restraint of such byprod- 
ucts can easily impose a burden. 

There is need for health agencies to 


determine the maximum concentrations 
of pollutants permissible and to apply 
these standards. This degree of control 
undoubtedly will prove costly, but it is 
no longer a question of whether we can 
afford to conserve the air. We cannot 
afford not to. It is the breath of life. 

It is for this reason that continued re- 
search into the effects of air pollution is 
so vital. New knowledge may show that 
the application of controls which on the 
surface appear expensive may actually 
save as yet unmeasured costs of damage 
to life and property. 


1, U.S. Public Health Service, Ad Hoc Com- 
mittee: Federal role in community air pollu- 
tion. Apr. 8, 1955. (Mimeographed. ) 

2. Gustafson, R. G.: What are the costs to 
society? In Proceedings, National Conference 
on Air Pollution. PHS Pub. No. 654. Wash- 
ington, D.C., U.S. Government Printing Office, 
1959, p. 41. 
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Fathers are younger* 


The baby boom in the United States, 
which has continued since the close of 
World War II, still shows no signs of 
abatement. Well over 3% million births 
occurred annually between 1947 and 
1953, and the number has exceeded 4 
million each year since then. In each of 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, Nov.-Dec. 1959. 


the past few years, babies have been 
born to about 18 percent of all families 
in which the husband is under age 45, 
whereas in 1940 the corresponding pro- 
portion was only 14 percent. 

The number of children born in fami- 
lies where the husband is under 20 years 
of age rose from 40,000 to 106,000, or 
165 percent, between 1940 and 1957, 
the latest year for which detailed data 
are available. Although the relative in- 
crease in births diminishes with advance 
in age of the husband, it was 64 percent 
for husbands aged 30-34 years, and as 
much as 45 percent for those 40-44 years 
of age. The major part of these in- 
creases occurred during the 1940’s. More- 
over, only in families past the usual ages 
for childbearing, that is, where the hus- 
band is 55 years or older, have births 
failed to rise. 

The upsurge in births reflects, in part, 
the earlier age at which marriage now 
occurs, as well as the considerably in- 
creased number of young married cou- 
ples. Thus, the median age at first 
marriage for men has declined by 1% 
years since 1940, to about 22% years in 
1957. During the same period, the num- 
ber of American husbands at ages under 
45 years increased by almost one third. 
Moreover, at the teen ages—where the 
sharpest rise in births has occurred—the 
number of married men has increased by 
about two thirds. 


An equally important factor in the 
marked upswing in births between 1949 
and 1957 has been the sharp rise jn 
fertility. In 1957, births occurred at a 
rate of 598 per 1,000 in families where 
the husband was under 20 years of age 
In other words, 3 out of every 5 families 
with a teen-age husband had a child 
during the year. The proportion was 
about 2 in 5 in families where the hus. 
band was 20-24 years old, and well over 
1 in 4 in those where he was five years 
older. Even where husbands were 35-39 
years of age, the proportion was as large 
as 1 in 10. At every age under 45, the 
birth rates per 1,000 married men were 
consistently higher in 1957 than in 1940, 
the increases being greatest for the 
younger husbands. In fact, the 1957 
birth rate in families with the husband 
20-24 years old was higher than the 1940 
rate in those with the husband under 
age 20. 

The majority of babies are born to 
relatively young parents. Thus, the me- 
dian age of the husband in families 
which had a child in 1957 was only 29.2 
years; in 1940 the corresponding age 
was about 0.7 years higher. During 
1957, families in which the husband was 
under 35 years of age contributed more 
than three fourths of our newborn, where- 
as only one tenth of the births were in 
families in which the husband was past 
age 40. 
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Trends in the care 
of the mentally ill* 


Robert T. Hewitt, M.D.+ 


Responsibility for care and treatment of 
the mentally ill is moving out from the 
mental hospital into the community, the 
outpatient clinic, the general hospital, 
the physician’s office, and the home. 
There seems to be no immediate danger 
of the public mental hospital going out 
of business. However, there are indica- 
tions of many efforts to find out what is 
the place of the mental hospital in the 
changing treatment picture. 

As evidence has unfolded to indicate 
that the traditional mental hospital is not 
the most appropriate place to treat all 
mental illness and that the hospital itself 
may be a factor in the development of 
chronicity, statements have been made 
that “The mental hospital must go.” 
More moderate opinion has been con- 
cerned with the need of modifying the 
old but also with developing other and 
hopefully more effective means of meet- 
ing the situation. The experiences of 
World War II, the advent of the tranquil- 
izing drugs, studies of social scientists in 
mental hospitals, an aroused public con- 
science, and increased governmental in- 
terest—local, State, and Federal—have 
all been cited as responsible catalysts in 
the reaction. 

Grants from the National Institute of 
Mental Health, Public Health Service, 
known as mental health project grants, 
are specifically designed to support proj- 
ects for the development of new and 
improved methods in the areas we are 
discussing. These projects are pilot proj- 
ects, experiments, demonstrations, and 
studies. The Office of Vocational Reha- 
bilitation is also supporting projects in 
rehabilitation of mentally ill persons. 

Mental illness is often precipitated by 
a crisis in the family, on the job, or else- 
where. Appropriate treatment given in 
an appropriate manner and at the ap- 
propriate time often restore equi- 
librium, though not necessarily cure the 
patient of basic personality problems 
which make him prone to such crises. 
However, it may be possible for him to 
continue at home and at work without 
interruption or with minimal disruption. 
Commitment and hospitalization may be 
unnecessary and may make the total 
problem worse by disrupting the social 
and family situation. Like idleness en- 
forced on muscles by immobilization of 
a limb, hospitalization results in some 
atrophy or regression with consequent 
prolonged recovery and more chance of 
developing chronicity. Of course, the na- 


*Reprinted from Public Health Reports, Jan. 
1960 


+tDr. Hewitt is psychiatrist, Community Services 
Branch, National Institute of Mental Health, 
Public Health Service. This paper was delivered 
during the meeting of the State and Territorial 
mental health authorities in Washington, D.C., 
March 11-13, 1959, and appears in the pro- 
ceedings of the meeting. 
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ture of the illness may make hospitaliza- 
tion, even for long periods, the treatment 
of choice, but it has been shown that 
frequently it is not necessary. It has also 
been shown that hospital programs can 
be planned so that even the long-term 
patient is helped to reach his maximum 
level of functioning. 

A corollary is that if social and family 
ties are not to be weakened, the patient 
should be treated as near home as pos- 
sible, even if hospitalized. Also, if the 
patient is to avoid chronicity and relapse, 
rehabilitation and aftercare are necessary. 


ALTERNATIVES TO HOSPITALIZATION 


Many of the new methods being tried 
out are called alternatives to hospitaliza- 
tion. While they are usually looked upon 


as substitutes for care in a mental hospi- 
tal, they are steps toward developing 
care and treatment methods which are 
appropriate to the illness and situation 
of the patient. They also represent an 
effort to achieve continuity of care 
throughout the different stages of a pa- 
tient’s illness. They are, for the most 
part, experimental and the subject of 
study at the present time. Very possibly 
in the future they may become essential 
elements in effective and comprehensive 
treatment programs. Many hospital ad- 
ministrators and others are convinced 
that construction of facilities for the 
care and treatment of the mentally ill 
must and will be modified in the light of 
the knowledge developing from current 
experimentation with these methods. 
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Some interesting projects are being de- 
yeloped to explore the ways in which 
early treatment can be provided in the 
acute phase of an emotional disturbance. 
Exploratory work is being done on the 
feasibility of establishing treatment teams 
available at any time to go out into the 
community to see patients immediately 
when a crisis arises which involves an 
emotional disorder. This is not only for 
the purpose of treating a patient early in 
his illness but is also based on the idea 
that the person did not become ill in a 
yacuum and it is necessary to see him in 
his own home or job situation to assess 
the environmental factors involved. Rec- 
ommendations may be made or action 
taken which may involve referral to a 
nonpsychiatric agency, referral for treat- 
ment to a physician, an outpatient service 
or a hospital, or further diagnostic study 
by the emergency team. 

A variation of this approach being ex- 
plored is seeing each patient immediately 
as he comes to the outpatient department 
or the clinic, along with his family when- 
ever possible. Here also an attempt is 
made to understand the problem in its 
psychological and social ramifications and 
to take action as quickly as possible. 
This is contrary to a familiar pattern of 
placing people on a waiting list for later 
consideration. It is hypothesized that 
many problems can be solved quickly 
and more efficaciously if attacked when 
acute and that a waiting list is not neces- 
sary. In many situations long-term psy- 
chotherapy is not desirable or required. 
Family counseling, environmental ma- 
nipulation, or physical therapy may be 
the treatment of choice. There is evi- 
dence that conventional psychotherapy 
is not suitable or effective in some socio- 
economic groups. 

Basically, day hospitals are outpatient 
departments, modified to fit the mentally 
ill patient. Patients are in the hospital 
for a varying number of hours during the 
day and then return home. The conven- 
tional outpatient treatment of 1 hour a 
day, successful with many mental pa- 
tients, is not enough for the psychotic 
patient or for many neurotic patients. 
Diagnosis, treatment, and rehabilitation 
are functions of the day hospital. Vari- 
ous kinds of therapeutic activities may be 
added. These hospitals are usually open 
5 days a week. Some patients may have 
daily appointments and some may come 
only when they feel the need. Day hos- 
pitals for children may be organized as 
schools with treatment of emotional dis- 
orders added. Others are organized as 
child guidance clinics with the school 
added. 

Night hospitals are operated for pa- 
tients who work during the day. They 
spend the evening and night at the hos- 
pital. 

Many types of programs make use of 
the “halfway house.” It is intended to be 
a transitional domicile for patients who 
do not require further hospitalization but 
are not yet ready to resume independent 
living. They live with other patients un- 
der some supervision in this transitional 
dwelling, moving gradually back into the 
community by reestablishing relationships 
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through employment, social and family 
activities, and recreation. 

This is a broad description of halfway 
houses. In practice they vary a great 
deal in organization, program, and aus- 
pices. For example, one halfway house 
is established specifically for the purpose 
of finding work for patients. Another 
provides not only supervision and social 
activities but also psychiatric treatment. 
Halfway houses in the community may 
be organized under official or voluntary 
auspices. Some are developed under the 
supervision of the mental hospital and 
may even be located in a ward of a 
mental hospital. In such cases the hos- 
pital regulations are liberalized with re- 
gard to this ward. Patients are placed 
more on their own responsibility with re- 
gard to movement in and out of the 
hospital and their activities within the 
hospital. Definite rehabilitation programs 
are organized for them and they are en- 
couraged to step out into the community. 

Social clubs for ex-patients may be 
organized and supervised by professional 
people or they may be organized by ex- 
patients themselves. They attempt to 
provide some social life for ex-patients 
and in many instances offer counsel and 
advice as to sources of help: social, medi- 
cal, and vocational. Some halfway houses 
are not residential facilities but in actual- 
ity are social clubs. 

Followup and aftercare services for 
mentally ill patients discharged from 
hospitals are being extended. We need 
studies to help in planning the type of 
these services to develop. For example, 
how many and what kinds of patients 
want or need these services? What serv- 
ices may best be offered by the hospital 
or by the clinic? What should be pro- 
vided by the official and voluntary health 
and welfare agencies in the community? 
It is generally agreed that a coordinated 
effort is a prime necessity. The public 
health nurse, the social worker, the vo- 
cational rehabilitation worker, the prac- 
titioner of medicine, and many others 
have a role to play just as they do in 
other human problems. 


GENERAL HOSPITALS AND 
COMMUNITY CENTERS 

Twenty years ago there were 48 gen- 
eral hospitals in the United States treat- 
ing psychiatric patients. Now there are 
500 to 600 with psychiatric units. Many 
others accept mentally ill persons for 
short-term treatment. This has been both 
a cause and a result of'more psychiatrists 
moving into practice in communities. 
Factors in this trend have been the im- 
provement in treatment techniques, the 
increased experience and confidence of 
psychiatrists that patients can be treated 
in general hospitals, and the increased 
understanding and leadership of hospital 
administrators. The length of hospitaliza- 
tion is usually short and no commitment 
is involved, so that there is less social 
disruption for patients and their families. 
Patients are often more amenable to the 
idea of going to a general hospital than 
té a mental hospital, and their attitude 
is frequently more favorable for treat- 
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with subsidizing the care and treatment 
of patients in the psychiatric wards of 
general hospitals. These wards are for 
patients who would ordinarily be ad- 
mitted to State mental hospitals. In oth- 
er places attempts are being made to ad- 
mit all mentally ill persons from a specific 
area to a psychiatric service to determine 
oo of such care for all mental- 
ill. 
: Many psychiatric services are so large 
that they really operate as mental hospi- 
tals under the administrative umbrella 
of a general hospital. In other general 
hospitals, psychiatric patients are hospi- 
talized with general medical patients and 
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there are no separate wards. Without 
discussing in detail the advantages and 
disadvantages of treating patients in gen- 
eral hospitals, we already have abundant 
evidence that we should continue to 
move ahead in developing psychiatric 
services in these hospitals. We need to 
study the possibility of integrating care 
and treatment of the physically and men- 
tally ill just as we need to appreciate 
that there are unique aspects to each. 
Community mental health centers are 
conceived of as places where all mental 
health services, including prevention, 
promotion of mental health, consultative 
services, treatment, and aftercare services 


can be centralized. Treatment Services 
may include all of those already men. 
tioned. Experimentation with these cen. 
ters has occurred mostly in urban areas, 
It is hoped that they will provide for the 
coordination of mental health services 80 
difficult to achieve. 


MENTAL HOSPITALS 


there is generally a more hope- 
atmosphere in mental hospitals, Al 
though admissions are increasing, the 
total number of patients in our "State 
mental hospitals has been decreas 
slowly in the last few years. We do not 
know the meaning of these decreases as 
both discharges and deaths have in. 
creased. There is increased emphasis on 
treatment and rehabilitation which was 
additionally stimulated by the advent of 
the tranquilizing drugs. Studies of social 
scientists have pointed out that the hos- 
pital organization and procedures may 
promote chronicity. This has resulted in 
renewed efforts to discharge patients as 
soon as possible and to design rehabilita. 
tion programs for the patients who re 
main longer. 

A recognized first step in producing a 
therapeutic community is to be sure that 
you aren't doing anything antitherapeu- 
tic. Most authorities, here and abroad, 
feel that the large mental hospital can be 
just that. We can’t tear down these hos- 
pitals tomorrow, but we don’t have to 
make the same mistakes in building new 
hospitals. Also, we can make important 
modifications in existing hospitals. Mod- 
ern treatment ideas call for dividing hos- 
pitals into small treatment units so that 
the personnel and the patients can de- 
velop a close relationship and under- 
standing. These units are being estab- 
lished in many older hospitals. This trend 
must be taken into consideration in plan 
ning new construction. 

The increased emphasis on the thera- 
peutic use of personnel and other treat- 
ment innovations, including the tranquil- 
izing drugs, have made a great difference 
in the care of the so-called disturbed 
patients. Episodes of disturbed behavior 
occur but are treated more effectively. 
The old “disturbed” ward is almost gone. 
In hospitals of the future, security will 
be a minor issue as compared to what it 
has been in the past. 

This brings us to a discussion of the 
open hospital. The idea of a completely 
open hospital began abroad and_ has 
many supporters in this country. Even 
though the open hospital movement has 
proceeded more slowly in this country 
than in the United Kingdom, the philoso- 
phy that patients are able to respond 
positively to more freedom has resulted 
in the unlocking of more wards through- 
out the country, Protagonists of the open 
hospital idea say that it reduces adminis- 
trative problems and improves the atti- 
tudes of patients and personnel. They 
maintain that it is unnatural to lock pa- 
tients up; that locked doors are a cause 
of a good deal of disturbance and chro- 
nicity in mental patients. It is evident 
that allowing patients more freedom 
makes it imperative to provide activities 
for them. It stimulates a reorientation of 
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attitudes on the part of personnel and 
also has implications for hospital con- 
struction. 

Planning of facilities must be preceded 
by good program planning if we are to 
avoid having programs determined by 
the kind of facilities available. The iso- 
lation of mental hospitals from physical 
care facilities, training sources, and com- 
munity health and welfare agencies, both 
physically and psychologically, has im- 
peded the development of mental health 
programs. This calls for mutual study 
and planning. 


THE AGED 


All States are grappling with the prob- 
lem of the aged mentally ill. It is al- 
leged that there are many aged patients 
in mental hospitals who really should be 
in their own homes, in nursing homes, 
or homes for the aged. This is one of our 
unsolved problems and we need more 
facts to deal with it. Just how many 
aged patients in mental hospitals could 
be cared for adequately in homes for 
the aged? 

People who have been working with 
the aged believe that here, more than in 
any other age group, coordinated plan- 
ning by those responsible for physical 
and mental health and welfare is neces- 
sary. The idea that aged patients once 
admitted to a mental hospital must die 
there has been discredited. Many older 
patients have transient psychoses, such as 
depression, which yield to treatment, both 
physical and psychological. Many of 
them require brief periods of hospitaliza- 
tion and then can go back to their own 
homes, or to nursing homes. Much more 
study and collaboration are needed in 
planning programs for the aged. 


IN CONCLUSION 


What are some of the factors which 
we need to think about in planning for 
the future? The care of the mentally ill 
has been traditionally State supported 
and provided on a mass basis in large 
mental hospitals. But will this be the 
pattern for the future? I have indicated 
that there are alternatives to sending all 
mentally ill patients to mental hospitals 
and that short-time treatment in general 
hospitals is feasible for many patients. 
Vocational rehabilitation has made for- 


mentally ill in the last few years. In 
many places health insurance programs 
have extended coverage to some area of 
mental illness and studies are being ini- 
tiated at the present time to investigate 
the cost of further coverage. Some union 
medical care plans are underwriting both 
‘treatment in general hospitals and outpa- 
tient treatment. Resources from soci 

security benefits are available to an in- 
creasing number of persons. Patients and 
their families will be more able to carry 
the cost of short-term care if they are 
helped by insurance and if treatment fa- 
cilities are conveniently available to 
them. All of these factors must be taken 
into consideration in thinking about our 
total problem. They make clear the need 
for coordination in planning mental 


Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#16A 


Aquachloral 


SUPPRETTES 


ward strides in the rehabilitation of the’ 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | Ready Dispersal 
Nonirritant No Leakback 


OUR 50th 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 


@ NARCOTIC ORDER REQUIRED 


health facilities for the mentally ill. 


A-207 


was 
hos- 
may 
in 
ita. 
| 
| 
eu- 
ad, 
be 
to 
ew 
er- 
| fl 
Natural: 
y. 
He from the sea—Sea-Mar. 
if 
Neo griping, bleating, or \ 
d discomfort. Low in cost. Try. it! 
i 
d | 
! 
| 
| 


here are Ss 
om 
e of the ways hypertensive patients 


convenient, 
eontrolled dosage 


edema 

associated with 

pypertension 
is 

relieved 


i 
| benefit when you prescribe D WER BS 
| 
4 
|| 
. 


effective by itself in a majority 9 
and even in many with sevepe” 


with mild or moderate hypertension, 
ypertension... should other drugs to 


DIUPRES-250 DIUPRES-500 


250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 
One tablet one to four times a day. One tablet one to three times a day. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
DIUPRES and DIURIL are trademarks of Merck & Co., Inc. 


5 MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


\ 
$5 
: 
DIVE WI H R “Gi 4 
4 
they Can Giger in much lower than‘usual dosage. q 
| 
$ 


more than just a lubricant... 


assured, safe* R E LI E 


RECTA 


NON-TOXIC NON-NARCOTIC 


new “‘break-back”’ box of 12 


SUPPOSITORIES 


Clinically 

proven 

Rectal Medicone 
is more than 

just a lubricant 

— a comprehensive 


formulas «» BENZOCAINE — safely, promptly arrests pain, 
itching, burning 

EPHEDRINE HYDROCHLORIDE — controls bleeding 
in simple hemorrhoids and decongests 
varicosities — contracts lesions 

Oxyquinotin SuLFATE — for antisepsis 

e Zinc OxipE — astringent — protective — mildly 
antiseptic 

e Batsam OF Peru — promotes healing 

e Cocoa Butter Base (Suppositories) 

Base (Unguent) 

heals — protects — lubricates 


for the conservative 
treatment of 
hemorrhoids 

and other 
anorectal 
disorders: 


*Contains no narcotic to conceal serious rectal pathology 


**Excellent conjunctive treatment for internal-external hemorrhoids 


MEDICONE COMPANY 
—foremost in the field of anesthetic anorectal therapy 
225 VARICK ST., NEW YORK 14, N.Y. 


MEDICONE 


UNGUENT 


114 oz. tube w/applicator 


with 


MILDLY ANESTHETIC 


New weight standards 
for men and women* 


In view of the importance of body 
weight to health and longevity, the find- 
ings of the Build and Blood Pressure 
Study, 1959, conducted by the Society 
of Actuaries, are of major significance. 
The study not only contributes new data 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, Nov.-Dec. 
1959. This article deals with the major find- 
ings and implications of the Build and Blood 
Pressure Study, 1959, recently published by 
the Society of Actuaries. This investigation 
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insured by 26 large Life insurance companies 
in the United States and Canada during the 
period 1935-53. 
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on average heights and weights accord- 
ing to age, but also provides information 
from which new standards of desirable 
weight have been developed by the Sta- 
tistical Bureau of the Metropolitan Life 
Insurance Company. 

The new tables of average weights 
differ in many respects from those now 
in common use, which were based on 
two similar studies of insured persons 
covering the periods 1885-1900 and 
1909-27. For women, the new average 
weights are quite consistently less than 
they were in the earlier studies, while 
for men they tend to be higher than 
before. Thus, at age 25 the average 
weight for women is generally 5 to 6 
pounds less than that shown in the last 
study; at age 35 it is from 2 to 4 pounds 
less, and at age 45 generally 2 to 3 
pounds less. The decrease in average 


weights of women reflects chiefly thei 
efforts to keep slim and, to pf, 
tent, the lighter weight of their clothes, 

Among men, the increase in average 
weight, compared with earlier standards 
varies appreciably with height. The in. 
crease is greatest for short men, amount. 
ing to 5 pounds or more at most ages 
For men of average height the increase 
is from 2 to 4 pounds, and for tall men 
from 1 to 3 pounds, the larger differ. 
ences being found under age 45. Ap. 
parently the campaigns for weight con. 
trol, to which women have clearly 
responded, have had much less impact 
on men. 


The average weights in the present 
study rise with advance in age among 
both men and women, but the pattem 
differs somewhat for the two sexes. 
Among men, the averages rise rapidly 
during the 20’s and early 30’s but the 
rate of increase then slackens off and is 
very small between the 40’s and 50's, 
Among women, the increases in weight 
with age are fairly steady, but are most 
rapid between the mid-30’s and mid-40’s, 


The new Build and Blood Pressure 
Study clearly shows that the lowest mor- 
tality generally occurs among people 
who are well below average weight. 
Even among young people, the advan- 
tage of a slight degree of overweight 
is less pronounced than in earlier studies, 
and at best can now be considered only 
a temporary advantage. At the middle 
and older ages, the results of the new 
study not only underscore the disadvan- 
tage of overweight, but also indicate 
that desirable weights, under current 
conditions, are somewhat lower than 
those prepared by the Metropolitan Life 
Insurance Company in the early 1940's. 
Accordingly, new tables of desirable 
weights, i.e., weights associated with 
lowest mortality, have been constructed. 
These tables show the range of desirable 
weights for men and women at ages 25 
and over according to height and type of 
frame. Obviously, no single value would 
apply to all persons of a specified height 
inasmuch as individuals differ in such 
respects as chest width and depth, hip 
width, bone thickness, muscularity, and 
length of trunk, relative to total height. 
In deriving the ranges for small, medium, 
and large frames, use was made of avail- 
able anthropometric studies. As a rule 
of thumb, if persons of any particular 
build kept their weight down to the 
average in the early 20’s, it would be 
fairly close to the desirable weight at 
ages over 25. 

A notable feature of the revised table 
for women is an appreciable increase in 
the ranges of desirable weight, compared 
with those in the earlier table. The new 
study, as well as other sources, shows 
that the normal variability of weights for 
women is at least as great as that for 
men of corresponding height. 


Control of body weight, although not 
easily achieved, is of vital importance for 
the health and longevity of the American 
people. It involves a proper balance be- 
tween food intake and expenditure of 
energy. For a large and increasing pro- 
portion of people, the daily tasks both 
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Doctor! 


You'll want to know more about the new, improved GREER 
colostomy compact completely redesigned in lightweight alu- 
minum and odor free plastic with a minimum of parts, pre-assembled 
for easier handling. Patients appreciate the privacy of the mod- 
ern, waterproof plastic traveling case in which GREER colostomy 
compacts are packed. And you'll approve the revised, fully illus- 
trated instruction folder inclosed with each unit. Sold by surgical 


supply dealers coast to coast. 


JOUN F. GREER CO. a corp., 3805 Broadway, Oakland, Calif. 
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PE MAGNETE. By William Gilbert, M.D. 
Translated by P. Fleury Mottelay. Paper. Pp. 
968, with illustrations. Price $2.00. Dover Pub- 
fications, Inc., 180 Varick Street, New York 14, 


1958. 


THE SURGERY OF THEODORIC. ca. A.D. 
1267. Volume 2. Translated from the Latin 
by Eldridge Campbell, M.D.; and James Colton, 
MA. Cloth. Pp. 233. Price $5.50. Appleton- 
Century-Crofts, Inc., 35 West 32nd Street, New 


York 1, 1960. 


HERITABLE DISORDERS OF CONNEC- 
TIVE TISSUE. By Victor A. McKusick, M.D., 
Associate Professor of Medicine, Johns Hopkins 
University School of Medicine; Physician, Johns 
Hopkins Hospital; Assistant Professor of Epi- 
demiology, Johns Hopkins University School of 
Hygiene and Public Health, Baltimore. Ed. 2. 
Cloth. Pp. 333, with illustrations. Price $12.00. 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1960. 


THE EXTREMITIES. By Daniel P. Quiring, 
Ph.D.; Late head of the Anatomy Division, 
Cleveland Clinic Foundation and A iate Pro- 
fessor of Biology, Western Reserve University. 
Ed. 2 revised and edited by John H. Warfel, 
Ph.D., Assistant Professor of Anatomy, The Uni- 
versity of Buffalo, School of Medicine, Buffalo, 
New York. Cloth. Pp. 120, with 106 illustrated 
engravings. Price $3.25. Lea & Febiger Com- 
pany, Washington Square, Philadelphia 6, 1960. 


ANATOMY: Regional and Applied. By R. J. 
Last, M.B., B.S. (Adel.) F.R.C.S. Professor of 
Applied Anatomy, Royal College of Surgeons of 
England; Examiner in Anatomy for the Primary 
Fellowship Examination of the College; Past 
Examiner in Anatomy for the Licence in Dental 
Surgery and for the Fellowship in Dental Sur- 
gery of the College; Superintendent of Dissec- 
tions and past Examiner in Anatomy to the Ex- 
amining Board in England; Examiner in Anat- 
omy to the London Foot Hospital. Ed. 2. 


Cloth. Pp. 741, with illustrations. Price $15.00. 
Little, Brown & Company, 34 B Street, 
Boston, 1959. 


NIGHT VISION. By Gaetan E. Jayle, Pro- 
fesseur de Clinique Ophtalmologique a la Fac- 
ulté de Médicine de Marseille; Directeur de lu 
Clinique Ophtalmologique et du Centre d’étude 
de la Vision Nocturne de Marseille; Albert G. 
Ourgaud, Ophtalmologiste des Hositaux, Pro- 
fesseur Agrégé d’Ophtalmologie a la Fac- 
ulté de Médicine de Marseille; L. F. Baisinger, 
M.D., Ophthalmologist, Bakersfield, California; 
and William John Holmes, M.D., Ophthalmolo- 
gist, Honolulu, Hawaii. Cloth. Pp. 408, with 
illustrations. Price $13.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


PSYCHIATRY: DESCRIPTIVE AND DY- 
NAMIC, By Jackson A. Smith, M.D., F.A.C.P., 
Clinical Director, Illinois State Psychiatric In- 
stitute, Chicago, Illinois, Former Professor of 
Neurology and Psychiatry, University of Ne- 
braska College of Medicine, Omaha, Nebraska. 
Cloth. Pp. 342. Price $7.00. Williams & Wil- 
kins Company, Mount Royal & Guilford Ave- 
nues, Baltimore 2, 1960. 


“ELONGATION TREATMENT OF LOW 
BACK PAIN. By George H. Hassard, M.D., 
Department of Physical Medicine and Rehabili- 
tation, Veterans Administration and University 
of Oklahoma Hospitals, Oklahoma City, Okla- 
homa; and Charles L. Redd, B.S., P.T., Physical 
Therapist, Owens-Illinois Company, Alton, Illi- 
nois. Cloth. Pp. 78, with illustrations. Price 
$4.50. Charles C Thomas, Publisher, 301-327 
a Lawrence Avenue, Springfield, Illinois, 

959. 


FROM MAGIC TO SCIENCE. Essays on the 
Scientific Twilight. By Charles Singer, M.D. 
Paper. Pp. 253, with illustrations. Price $2.00. 
Dover Publications, Inc., 180 Varick Street, 
New York 14, 1958. 


INTRODUCTION TO COLPOSCOPY: A 
Diagnostic Aid in Benign and Preclinical Can- 
cerous Lesions of the Cervix Uteri. By Karl A. 
Bolten, M.D., Gynecologist and Research Asso- 
ciate, Department of Pathology, Subdivision 
Obstetric and Gynecologic Pathology University 
of Oklahoma, School of Medicine; Cooperating 
in Pathology, William E. Jaques, M.D., Chair- 
man and Professor of Pathology, University of 
Oklahoma, School of Medicine. Cloth. Pp. 76, 
with illustrations. Price $7.75. Grune & Strat- 
am. Inc., 381 Fourth Avenue, New York 16, 

959. 


ELECTROHYSTEROGRAPHY. The Electri- 
cal Activity of the Human Uterus in Pregnancy 
and Labor. By Saul David Larks, B.S.E.E., 
M.S. (E.E.), Ph.D., Assistant Professor of Bio- 
physics, School of Medicine, the University of 
California, Los Angeles. Cloth. Pp. 123, with 
illustrations. Price $5.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


GYNECOLOGICAL THERAPY. By Josef 
Novak, M.D. Formerly, Professor of Obstetrics 
and ‘Gynecology, University of Vienna, and 
Clinical Professor of Gynecology, College of 
Physicians and Surgeons, Columbia University. 
Cloth. Pp. 258, with illustrations. Price $8.50. 
McGraw-Hill Book Company, 330 West 42nd 
Street, New York 36, 1960. 


MEDICAL TERMS. Their Origin and Con- 
struction. By Ffrangcon Roberts, M.A., M.D., 
F.F.R. Ed. 3. Cloth. Pp. 92. Price $3.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


THE MEANING OF DEATH. Edited by 
Herman Feifel, Ph.D. Cloth. Pp. 351, with il- 
lustrations. Price $6.50. McGraw-Hill Book 
Company, 330 West 42nd Street, New York 36, 
1959. 
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PHOTOGRAPHIC “FIRSTS” 
The potent spermicidal action of 
the IMMOLIN matrix is recorded 
(600 x) as a viable sperm “‘freezes," 
weakens and dies —within the 
distance it normally travels in one- 
quarter of a second. 


TRAPPED —This highly motile, vi- 
able sperm becomes nonreproduc- 
tive the instant it contacts the 
outer edge of the IMMOLIN Cream- 
Jel matrix. 


WEAKENED — Devitalized and no 
longer motile, the sperm swerves 
from its line of travel and is pulled 
aside by the spreading matrix. 


KILLED — Motion stops, whiplash 
ceases as the sperm succumbs to 
the matrix. 


BURIED—The dead sperm is 
trapped deep in the IMMOLIN 
matrix. 


VAGINAL CREAM-JEL 


Simplified, effective conception control 


NEW THREE-YEAR STUDY 


WITH IMMOLIN CONFIRMS 
EXTREMELY LOW 
PREGNANCY RATE 


An extremely low pregnancy rate of only 3.2 per hundred 
woman-years of exposure is reported’ in a clinical study of 
176 women relying exclusively on IMMOLIN Cream-Jel to pre- 
vent conception. “This pregnancy rate,” state the authors of 
the study which represents 3,354 patient-months, “compares 
favorably with those reported on creams and jellies used 
without an occlusive device and identifies IMMOLIN as an 
effective means of preventing conception.” 


IMMOLIN WORKS ON 
NEW PRINCIPLE TO INHIBIT 
SPERM MIGRATION 


The unique spreading matrix, formed the instant seminal fluid 
contacts IMMOLIN Cream-Jel, firmly enmeshes even the most 
viable sperm. 


COMBINES ADVANTAGES 
OF CREAM AND JELLY 


Snowy-white, odorless, dry and static IMMOLIN Cream-Jel com- 
bines the soft, pleasant emollience of a cream with the smooth- 
ness of a jelly, yet minimizes overlubrication, avoids messiness 
and increases “motivation” to use faithfully. 
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| SUCCESSFUL PROTECTION 


in 98 of 101 patients 
during period totaling 
92 months of use? 
6-12 months 


12-24 months 


24-28 months 


New, simple, dependable 
IMMOLIN Vaginal Cream-Jel 
offers a safe, pleasant, and 
readily accepted method of 
controlling conception 


1. Finkelstein, R., and Goldberg, R.:B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 2. Goldstein, L. Z.: Obst. & Gynec. 10:133 
(Aug.) 1957. 

HOW SUPPLIED: #900 Package—75 gram tube with improved 
measured-dose applicator and attractive, zippered plastic case. 
=905 Package—75 gram tube only. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 
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SYMPOSIUM REPORT: 


ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in thé 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 
also responded readily. 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 
variety of antibotics. With ALTAFUR as with 
all nitrofurans, the lack of development of 
significant bacterial resistance is considered 
a major advantage over other antimicrobials. 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 
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bright new star 


in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


ws Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 


w Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 


# Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 


a Development of significant bacterial resistance has 
not been encountered 


a Low order of side effects 


ws Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (19-11.5 mg./lb. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 
or beverage, should be avoided during Altafur therapy. 


NITROFURANS~—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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OPTIMUM NUTRITION: 
Providing all the nor- 
mal dietary require- 
ments plus a reserve 
for stress situations. 


Unsurpassed as a supplement to breast milk: 


provides the desired nutritional benefits in a formula highly 
compatible with breast milk. 
Easy digestibility — contains well-tolerated vegetable oils. 
Instant solubility — quickly dissolves in water. 


Ready convenience — individual feedings easily prepared 
as needed. 


Real economy—costs less than one cent per ounce of formula. 


When complete bottle feeding is necessary, the liquid form (with 
the same analysis) is recommended because of the added sim- 
plicity. Baker’s Modified Milk has been scientifically formulated 
to duplicate the end results of breast feeding. The Baker 
Laboratories, Inc., Cleveland 3, Ohio. 
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IN NAUSEA AND VOMITING OF PREGNANCY 


SPECIFIC 


Avoids unnecessarily 
diffuse or diverse 
drug action; effec- 
tive in economical 
once-a-day dosage 


ESTABLISHED 


6-year record of suc- 
cessful use in daily 
practice; consistently 
favorable reports'?° 


UNCOMPLICATED 


Has no known contraindi- 
cations; free of hepatic, 
hypotensive, and hemato- 
logic hazards observed 
with phenothiazines 


brand of meclizine hydrochloride 


FORMERLY BONAMINE 


SUPPLIED: 
BONINE Tablets, scored, 25 mg. | 


BONINE Chewing Tablets, 
mint-flavored, 25 mg. 


BONINE Elixir, cherry-flavored, ideal for 
} children, 12.5 mg. per teaspoonful (5 cc.). 


i DOSAGE: Adults, 25 to 50 mg. once a day. 


OTE! 


NE Seidner, Mus Wir M. J, 


(BON’-EEN) : 


(FORMERLY CALLED 
; “rs Semmens, J. P.: Obst. & Gynec. 9:586, 1957. 
BONAMINE) K., Jr., and Moyer, J. H.: GP 14:124, 
superior product Motion sickness Team: 160,755. 1 


Pfizer Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


“Trademark 
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anxiety... 


hypertension 


relieves the tension and anxiety that contribute 
to hypertension—but without causing apathy or inertia. It 
leaves the patient capable of continuing normal activities. 


has been shown! to be more effective with fewer 
side effects than other agents commonly used to control every- 
day nervousness, apprehension, tenseness and anxiety. 


TABLETS-REPEAT-ACTION TABLETS: ELIXIR-CAPSULES 


| Mc N McNEIL LABORATORIES, INC., Philadelphia 32, Pa. 


1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation of 
Daytime Sedatives, Scientific Exhibit, Annual AMA Meeting, San Francisco, Cal., June 23-27, 1958. 
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Prescribe 
Orinase’ 
to release 
hative 
insulin 


In the presence of 

a functional pancreas, 
Orinase causes the 
secretion of native insulin 
via normal channels. 


| Upjohn | 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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The feasibility of 


smallpox eradication* 


GLENN S. USHER, M.D., M.P.H.+ 


Jn June 1958 the World Health Organization gave considera- 
tion to a proposal that it undertake a worldwide smallpox 
eradication program. The proposal was approved in prin- 
ciple, and the Director General was instructed to study the 
feasibility and possible means of accomplishing the task. 

WHO’s action lends timely interest to smallpox control ex- 
periences such as a group from the Communicable Disease 
Center of the Public Health Service had in the spring of 1958 
in East Pakistan. This Province, formerly known as East 
Bengal, has long been known as a stronghold of smallpox and 
a place where control efforts are beset with difficulties as 
great as any to be found in the world. If eradication of the 
disease is feasible in the circumstances presently existing 
there, it should be feasible anywhere. 

The occasion for the CDC team’s trip was a smallpox epi- 
demic of alarming proportions. Many countries, including the 
United States, extended assistance in combating both this 
epidemic and a cholera epidemic that was raging concur- 
rently. U.S. assistance was coordinated by the International 
Cooperation Administration’s Mission in East Pakistan under 
the direction of Dr. Thomas A. Cockburn, ICA’s public health 
adviser in Dacca. 

This team reported to Dr. Cockburn and with him to the 
Minister of Health and Home Government of East Pakistan. 
It was assigned the task of serving as the “eyes and ears” of 
the smallpox control campaign with the following duties: 

1. Study the history and characteristics of smallpox epi- 
demics in East Pakistan and the various related factors. 

2. Define the nature, extent, and distribution of epidemic. 

3. Assess the resources that could be brought to bear on 
the control of the epidemic and the obstacles to be overcome. 

4, Evaluate the current control campaigns in the districts 
and identify areas of success and failure. 

5. Identify, in cooperation with Pakistani health personnel, 
epidemiological factors of importance to the control program. 

In the execution of these duties the need to obtain data 
that would be as nearly representative as possible of the en- 
tire Province led to field trips to all 17 of its districts. Team 
members traveled by airplane, train, river steamer, jeep, ox- 
cart, rickshaw, “country boat,” and on foot. On most trips 
each of us was accompanied by a young Pakistani physician 
who had volunteered his assistance. The associations with 
these dedicated young men turned out to be most rewarding 
both to them and to us. 

It is not the purpose of this paper to describe the control 
campaign that was conducted or the activities of the team. 
Some of our observations, however, are pertinent to the ques- 
tion of whether it would be feasible to attempt eradication 
of smallpox in East Pakistan at this time, and what would 
be required in order to achieve this goal. 


TWO CRUCIAL FACTORS 


As far back as records have been kept of smallpox in 
Bengal and East Pakistan, the disease has occurred in 
cyclic waves. For the period 1912-46 in all of Bengal, 
prior to the 1947 partition, the death rate ranged highest 
every fifth to seventh year. Smallpox deaths in East Pakistan 
from 1948-58 were highest in 1951 with nearly 30,000 deaths 
that year, and 22,000, the next highest, in 1958, with less 
than 1,000 deaths in 1953-55. 

From these data may be derived the first crucial factor of 
the problem: smallpox is deeply entrenched in East Pakistan 
as an endemic and epidemic disease. Despite the fact that 
much vaccinating has been done (small sampling surveys 
performed by the team demonstrated that 60 to 90 percent 


*Reprinted from Public Health Reports, Jan. 1960. 

+Dr. Usher is special assistant for medical activities, Communicable 
Disease Center, Bureau of State Services, Public Health Service. He 
was co-leader of the CDC epidemic aid team in East Pakistan, May- 
July 1958. 
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Why you can 
prescribe 


DORIDEN’ 


for nearly 
all insomnia 
patients 


Because it acts smoothly, because it is 
metabolized rapidly, because it appar- 
ently has no toxic effect on the liver or 
kidney, Doriden is indicated in many 
cases where barbiturates are unsuitable. 
With Doriden, for example, you can pre- 
scribe a good night’s sleep for patients 
sensitive to barbiturates, elderly patients, 
patients with low vital capacity and 
poor respiratory reserve, and those un- 
able to take barbiturates because of 
renal or hepatic disease. And Doriden 
patients awake refreshed —except in rare 
cases, there’s no morning “hangover.” 


SUPPLIED: Jablets, 0.5 Gm., 


0.25 Gm. and 0.125 Gm. Stinnenewsersey 


DORIDEN® (glutethimide c1Ba ) 2/2761me 
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of the population had been vaccinated), epidemics continue 
to recur in cyclic waves. 

The other crucial factor of the situation is the extreme 
density of the population, which obviously must have great 
significance in maintaining the endemicity and epidemicity 
of the disease. With 45 million people crowded into a land 
area slightly smaller than the State of Illinois, the average 
population density is 777 persons per square mile. 


“DENSITY OF SUSCEPTIBLES” CONCEPT 

The significance of East Pakistan’s great population density 
is demonstrated by the team’s study of the manner in which 
the 1958 epidemic developed and peaked. 

This epidemic was not a sudden occurrence. Although 
annual totals show increased incidence for the Province as 
a whole starting in 1956, reports by district that were avail- 
able to the team showed that the increase in Dacca started 
as early as 1955. From that year until 1958 there was a 
gradual buildup of the epidemic. Dacca and Tippera Districts 
are the most populous of the Province’s 17 districts, with 
population densities of about 1,500 persons per square mile. 

The appearance of conspicuous numbers of smallpox deaths 
in Dacca District was followed by similar occurrences in 1956 
in Tippera District and in a few of the other more populous 
districts. The peak of the epidemic was reached in Dacca, 
Tippera, and two other districts in the spring of 1957, a full 
year before the peak of the epidemic in the Province as a 
whole. Conversely, the most sparsely populated district, 
Chittagong Hill Tracts, remained essentially epidemic free 
throughout the entire period. Only a few sporadic deaths 
were reported in 1958. 

The team made a few samplings of the vaccination status 
of the people in most of the districts, as evidenced by the 
proportion of persons having vaccination scars. On the basis 
of these surveys, the team made some very crude estimates 
(the best we could do in the available time) of the propor- 
tions of the district populations that had been vaccinated. 
These estimates ranged from about 60 to 90 percent (includ- 
ing old vaccinations ), but we were unable to find any corre- 
lation between the proportion of the population that had been 
vaccinated and either the time of onset or the intensity of 
the epidemic in various districts. 

As a result of the observations described in the preceding 
three paragraphs, it was the team’s impression that, within 
this 60-90 percent range of proportions of persons vaccinated, 
both the time of epidemic onset and the intensity of the epi- 
demic were more closely related to population density than 
to vaccination status. This conclusion leads to the suggestion 
that the density, that is, the number per square mile, of un- 
vaccinated persons would be a better index of the suscepti- 
bility of East Pakistan’s dense population to a smallpox 
epidemic than the index that is ordinarily used, the propor- 
tion of the population that has been vaccinated. 

This, of course, is the well-known concept of the density 
of susceptibles. It should be useful in identifying sections of 
the country where vaccination campaigns need to be in- 


tensified. 


AGE, SEX, AND SOCAL GROUPS 


Although the density of susceptibles is believed to be a 
better indicator than the proportion of vaccinated persons, 
it is admittedly only a crude index of the vulnerability of a 
population to smallpox epidemics. Obviously of great im- 
portance also is the uniformity of distribution of susceptibles 
among various segments of the population, such as age, sex, 
and social groups. If there are excessive numbers of sus- 
ceptible persons in one or more of these population segments, 
their excessive vulnerability would be expected to result in 
a greater degree of vulnerability of the total population than 
the mean density of susceptibles would indicate. 

In the East Pakistan epidemic we found that children un- 
der 10 years of age were not as well vaccinated as older age 
groups. This fact was reflected in the age distribution of 
cases and deaths. It was clear that special attention needed 
to be given to improving the vaccination status of children. 

Since Moslem women of Pakistan are in purdah and con- 
sequently lead a secluded life, the team expected to find 
substantial differences in the vaccination status and preva- 
lence of the disease in the two sexes. This, however, did not 
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Greater, comfort... 


when your standing 
orders specify 


TUCKS 


soft cotton flannel pads saturated with witch hazel 
(50%) and glycerine (10%), pH about 4.6 


Postsurgical patients appreciate the extra comfort, 
the “‘extra attention” of TUCKS: 


@ Soothing and astringent @ Hemostatic 
@ Prevents false union of raw 


@ Not greasy 
surfaces 


@ Allows free drainage 
@ Almost no risk of 
@ Always handy, eliminating sensitizing 
time and expense of special 


preparations. @ Easily kept in place 


Please send me a sample supply of TUCKS. 


D.O. 

Address 
FULLER PHARMACEUTICAL COMPANY 


3108 W. Lake Street 
Minneapolis 16, Minnesota 10 
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turn out to be the case. Sampling surveys revealed approx- 
imately equal proportions of unvaccinated persons in males 
and females. In the areas studied, except for Mitford Hos. 
pital, the male and female cases and deaths were approx. 
equal. failed to lend credence 
. ° | to the suspicion that the seclusion of women might result ; 
immortals of chinese mythology . their cases and deaths being less well than 
of men. ) 

The many religious sects and social groups of East Pakis- 
tan have sharply contrasting customs and habits of social 
behavior. Time did not permit a comparative study of the 
occurrence of smallpox in them and its relationship to popu- 
lation density and vaccination status. However, in conversa- 
tions with local health officials the CDC team learned that 
some groups had responded poorly to vaccination campaigns 
and experienced high smallpox attack rates. Vaccination 
programs need to be intensified in localities where these 
groups reside. 


FROM CONTROL TO ERADICATION 


It has been said that when vaccination of 80 percent of 
the population has been achieved, smallpox will die out. In 
our opinion this is an oversimplification. In the more densely 
populated parts of East Pakistan it seems likely that a sub- 
stantially higher percent of recently vaccinated persons would 
need to be achieved in order to eradicate smallpox by mass 
vaccination alone, and that this vaccination status would need 
to be maintained for several years. 

Because of the extreme difficulty of accomplishing this in 
a country like East Pakistan, the surveillance phase of the 
eradication program should be introduced at an early stage 
—as soon, in fact, as the incidence of the disease has been 
reduced to a level where it becomes feasible to undertake 
emergency containment of each small outbreak as it occurs. 
Initiation of this phase of the program should be timed to 
take advantage of the low incidence of an _ interepidemic 
period. 

This is the manner in which smallpox was eradicated in 
the United States. Although it apparently was not accom- 
plished by following a consciously conceived plan, what 
| happened was that in the relatively sparse population of the 
| United States it proved to be possible to reduce the density 
of susceptibles, and consequently the incidence of the disease, 
to a very low level by the vaccination of a smaller proportion 
of the population than would be necessary in East Pakistan. 
Thereafter it became possible to regard the occurrence of 
a case of smallpox as an emergency calling for immediate 


Han Hsiang -tzu | vaccination of the entire community. An especially dramatic 


example of this was the 1947 incident in New York City 


) This nature-loving physician achieved immortality when the recognition of 12 cases of smallpox led to the vac- 
. cination of some 7 million people within a month. 
by falling out of a tree In the surveillance or “firefighting” phase of an eradication 
| program selective vaccinating of exposed persons (some- 
TOD AY times referred to as “ring containment”) is, of course, de- 
git sirable, but it is not considered advisable to rely entirely 
this trail-blazing steroid is achieving lasting recog- upon this for the emergency containment of outbreaks. This 
~ é : is especially true in a country like East Pakistan where health 
nition by its unsurpassed record of accomplishment services are not fully developed, and there is a shortage of 


qualified health personnel for the performance of contact in- 


vestigations. In such circumstances it seems essential to rely 
primarily upon “area containment,” that is, an immediate, 
very intensive campaign to raise to the highest possible level 


brand of $ mg, tablet. status of a community where an outbreak 
SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY The successful execution of the “firefighting” phase of the 
eradication program in a country where the problem is as 
difficult as it is in East Pakistan may require rather drastic 
measures, such as area quarantine, during the time required 


You will soon receive in your mail a handmade, full- to vaccinate a community in which an outbreak has occurred. 
color, three-dimensional figure of this Chinese Immortal, Enforcement of emergency measures will need to be deter- 
mounted and suitable for framing. mined and persistent. 


IS IT FEASIBLE? 


Although the required strategic concept is simple and the 
technical procedures are not complex, the successful imple- 
mentation of such a program in East Pakistan will not be 
easy. Traditionally, intensive vaccination activity there oc- 
curs only during epidemics. In interepidemic periods vac- 
cinations continue at a more leisurely pace. To continue 
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jntensive vaccination activity when an epidemic is not raging 
would require understanding and sustained support by offi- 
cials in the highest levels of the Government who have the 
responsibility of appropriating the funds to keep the work 
going. Furthermore, when it becomes necessary to apply 
drastic measures in the second phase of the program (the 
firefighting phase) there must be public understanding of 
the need for them. 

Difficult problems of logistics also are involved. Transpor- 
tation and communications facilities in East Pakistan are very 

r, Personnel engaged in this program would need to be 
given priority use of those that are available, and funds are 
needed for purchase and repair of vehicles. 

Where wet lymph is used, additional and improved facili- 
ties are needed for its refrigeration right up to the time when 
it is used in order to maintain its full potency. In some iso- 
lated sections of the country it seems essential that dried vac- 
cine be used and perhaps consideration should be given to 
using dried vaccine exclusively. Whatever type of vaccine 
is used, it is essential that it be packaged in such a manner 
as to permit its satisfactory use by nontechnical personnel 
with little manual dexterity. For example, it is impractical 
to use a vaccine packaged in a vial that requires filing off 
a glass tip. 

These are the requirements that appear to be crucial. The 
CDC team arrived at the opinion that the problems, although 
difficult, are not insurmountable. Eradication of smallpox in 
East Pakistan will be a difficult task, but it is considered 
feasible to undertake it at this time. 


SUMMARY AND CONCLUSION 


A proposal that the World Health Organization undertake 
a program of worldwide smallpox eradication is under study 
at the present time. The feasibility of such an undertaking 
under presently existing circumstances is dependent on the 
likelihood of success in countries where eradication is likely 
to be most difficult to accomplish and the obstacles greatest. 
One of these countries is Pakistan, in whose Eastern Province 
smallpox is deeply intrenched as an endemic and epidemic 
disease. 

In 1958 a team of epidemiologists from the Communicable 
Disease Center of the Public Health Service was assigned to 
the International Cooperation Administration to participate 
in the assistance that the latter was extending to the Govern- 
ment of Pakistan in combating a smallpox epidemic in East 
Pakistan. Some of the observations of this team are pertinent 
to the question of whether it would be feasible at this time 
to attempt the eradication of smallpox in the Province. 

It is concluded that such an undertaking is feasible at this 
time if certain problems are recognized and successfully dealt 
with. The concept of “density of susceptibles” is postulated, 
and certain other factors bearing on the problem are dis- 
cussed. It is suggested that the strategic plan would need 
to be the same one that has led to the eradication of small- 
pox elsewhere, namely, reduction of prevalence by means of 
widespread vaccination, followed by surveillance and emer- 
gency containment of each outbreak as it occurs. For the 
latter it is believed that primary reliance should be placed 
on “area containment” rather than “ring containment.” 


Changes of address and 


new locations 


Adkisson, David L., from Huntington Park, Calit., to Casilla 
698, Guayaquil, Ecuador, S. A. 

Allen, Blanche Clow, from Bryn Mawr, Pa., to 112 School- 
house Lane, Ardmore, Pa. 

Bachman, Helen Moore, from 403 W. Eighth St., to 416 W. 
Eighth St., Los Angeles 14, Calif. 

Beemer, William M., from Three Rivers, Mich., to 71 S. 20th 
St., Battle Creek, Mich. 

Birk, Allan, from Detroit, Mich., to 34 Bay Shore Road, Bay 
Shore, L. I., N. Y. 
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IMPOTENCE 


GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles. ! 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 
synergists, thiamine hydrochloride and L (+) glutamic 
acid.?: 3 

The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 
REFERENCES: 
1, Drill’s Pharmacology in Medicine, 2nd ed., 1958, p. 949. 
2. Gould, W. L., Impotence, M. Times 84:302, 1956. 


3. Milhoan, A. W., Heterosexual vs. homosexual hormones, Tri-State M. J. 
6:11 (Apr.) 1958. 


esearch 
upplies PINE STATION, ALBANY, N. Y. 


Kindly send me: A 
Lit. on GLUKOR 
Lit. on GLUTEST—companion item for Frigidity in women 


Samples GLUTEST (oral) 
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Acne 


Routine cleansing with pHisoHex augments 
standard acne therapy. “No patient failed to 
improve.”? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


{antibacterial detergent, nonalkaline, nonirritating, hypoallergenic) 


tips the balance for superior results 


LABORATORIES 
1. Hodges, F.T.: New York 18, N. Y. 
GP 14:86, Nov., 1956. 


Blanke, James K., from Detroit, Mich., to 354 W. Lewiston 
Ferndale 20, Mich. 

Blem, Donald F., from Detroit, Mich., to 24945 W. Warren 
Road, Dearborn, Mich. 

Boling, Fredrick W., from Larned, Kans., to Fremont Clinic & 

Hospital, 205 S. Fourth St., Riverton, Wyo. 


Cable, Guy W., from Marionville, Mo., to Piedmont, Mo, 

Caleel, George T., from 5250 S. Ellis Ave., to 4308 W. 67th 
St., Chicago 29, IIl. 

Casella, Frank Joseph, from Bogota, N. J., to 9A Edgewater 
Place, Edgewater, N. J. 

Chambers, Herbert Lowe, from Warren, Ohio, to Still Osteo- 
pathic Hospital, 725 Sixth Ave., Des Moines 9, Iowa 
Cleff, Raymond B., from 6155A N. 11th St., to 5615 Lebanon 

Ave., Philadelphia 31, Pa. 
Cooper, Ralph D., from St. Louis, Mo., to Mineral Area Os- 
teopathic Hospital, Route 1, Farmington, Mo. 


Daniels, Stanley E., from Columbus, Ohio, to 5101 Ross Ave., 
Dallas 6, Texas 

DeWitt, Roy L., from Los Angeles, Calif., to 2630 E. Jeffer- 
son St., South Bend 15, Ind. 

Dodds, Rex, from Los Angeles, Calif., to Box 518, San 
Clemente, Calif. 

Donoghue, Charles K., from Long Beach, Calif., to 2704 E, 
Del Amo Blvd., Lakewood, Calif. 

Durham, William R., from Dunbar, W. Va., to Box 552, Hur- 
ricane, W. Va. 


Edgar, Paul P., from Farmington, Mo., to Route 4, Box 385, 
372 E. Rudasill Road, Tucson, Ariz. 

Everett, C. Edwin, from Jefferson City, Mo., to Box 68, 
Owensville, Mo. 


Frankenstein, Waldo E. R., from Battle Creek, Mich., to 205 
N. Main St., Bellevue, Mich. 

Fredericks, Teddy R., from Thompson, Iowa, to 112 E. Wil- 
liams St., Barstow, Calif. 

Friedman, Benjamin T., from Los Angeles, Calif., to 147 S. 
Oakhurst Drive, Beverly Hills, Calif. 


Garnsey, Hubert H., Jr., from Milan, Mich., to 3716 Brewer- 
ton Road, North Syracuse, N. Y. 

Glidden, J. Warren, from Covina, Calif., to 2219 W. Coronet 
St., Anaheim, Calif. 

Greenway, John A., from Dolton, IIl., to 4308 W. 67th St., 
Chicago 29, 

Greer, Robert C., III, from Bryson, Texas, to Box 193, Dell 
City, Texas 

Gruber, Frank E., from Philadelphia, Pa., to The Barclay 
Bldg., Bala-Cynwyd, Pa. 


Hall, Vernon E., from Portland, Ore., to Box 506, Estacada, 
Ore. 

Hamlin, Wilkie S., from 460 Staten Ave., to 400 Fortieth 
Bldg., Oakland 11, Calif. 

Hershman, Ira, from Miami, Fla., to 5961 S. W. 68th St. 
South Miami 43, Fla. 


Jacobson, Edwin Henry, from 5688 Mission Blvd., to 3772 
Arlington Ave., Riverside, Calif. 

Jayne, E. D., from 28 Mentor Ave., to 1177 Johnnycake 
Ridge, Painesville, Ohio 


Kaye, John E., from Aransas Pass, Texas, to 1360 Ridgewood 
Ave., Holly Hill, Fla. 

Keuchel, Joseph, Jr., from 1618 S. Main St., to 1628 S. Main 
St., Tulsa 19, Okla. 


Lecky, Paul W., from 323 S. West Ave., to 321 S. West Ave., 
El Dorado, Ark. 

Lee, William, from Ontario, Calif., to 258 E. Ninth St., Up- 
land, Calif. 

Levin, William, from Philadelphia, Pa., to 5961 S. W. 68th 
St., South Miami 43, Fla. 

Lezinski, John L., from Hollywood, Fla., to 133 Union Ave., 
Paterson 2, N. J. 

Little, H. Jack, from Lowellville, Ohio, to 211 W. Colorado 
Blvd., Monrovia, Calif. 

Lombardo, P. Robert, from 5200 S. Ellis Ave., to 4308 W. 

67th St., Chicago 29, Ill. 
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Madsen, Karl P. B., from 460 Staten Ave., to 400 40th St., 
Oakland 9, Calif. 

Mahler, Lawrence P., Jr., from 1640 U. S. Highway 50, to 
2705 Unaweep Ave., Grand Junction, Colo. 

McGowan, William D., Jr., from St. Ann, Mo., to 7811 
Garondelet Ave., Clayton 5, Mo. 

Modders, Robert E., from Cape Girardeau, Mo., to 200 W. 
Ashby Place, San Antonio 12, Texas 

Morris, Jane, from 521 Greer Bldg., to 203A First Federal 
Plaza, New Castle, Pa. 

Morris, William G., from Philadelphia, Pa., to 38 Newton 
Ave., Woodbury, N. J. 

Mulkin, Marion A., from Kirksville, Mo., to 626 Valencia 
Ave., Coral Gables 34, Fla. 


Naylor, Stephen G., from Rutherford Heights, Pa., to 111 N. 
High St., Duncannon, Pa. 


Owen, E. H., from Tyler, Texas, to Box 111, Ashland, Mo. 
Owens, Robert F., from Canoga Park, Calif., to 18701 Sher- 
man Way, Reseda, Calif. 


Parrish, John W., from Galesburg, Ill., to 908 Sandpiper Lane, 
Vero Beach, Fla. 

Peraino, Vivienne P., from Louisville, Ky., to Mount St. 
Mary’s Abbey, Wrentham, Mass. 

Pfaum, Byron C., from Whitehall, Mich., to 1373 N. White- 
hall Road, North Muskegon, Mich. 

Pryor, C. O., from Chicago, IIl., to 5009 N. Second St., Loves 
Park, Ill. 


Reiser, Lloyd A., from 840 S. Hobart Blvd., to 4253% Garth- 
waite Ave.,.Los Angeles 8, Calif. 

Ridgway, Kenneth D., from Tuscumbia, Mo., to Camdenton 
Clinic & Hospital, Camdenton, Mo. 

Roitz, Antone John, from Hollywood, Calif., to 6440% N. San 
Gabriel Blvd., San Gabriel, Calif. 

Roskos, Robert, from Sharon, Pa., to 625 Ridge Ave., Sharps- 
ville, Pa. 

Rowley, Maurice S., from Philadelphia, Pa., to 46 Incurve 
Road, Levittown, Pa. 

Rutherford, John L., from Tulsa, Okla., to 4499 Lamme Road, 
Dayton 39, Ohio 


Schaffer, Mortimer, from 4165 N. W. Seventh Ave., to 4200 
N. W. Seventh Ave., Miami 37, Fla. 

Schlack, Elgin L., from Owosso, Mich., to Box 157, Chandler, 
Ariz. 


Schwartz, Gerson, from Glenolden, Pa., to 2504 Highland 
Ave., Broomall, Pa. 

Seibert, John H., from 725 Sixth Ave., to 722 Sixth Ave., 
Des Moines 9, Iowa 

Shankwiler, Reed A., from 1609 Broderick Tower, to 23552 
Plymouth Road, Detroit 39, Mich. 

Shedler, Leonard, from 39 Engle Road, to 192 E. Linwood 
Ave., Paramus, N. J. 

Stanley, Morton J., from G-3047 Flushing Road, to 5306 N. 
Saginaw St., Flint 5, Mich. 

Stern, Philip, from 321 Franklin St., to 13 N. Fourth St., 
Grand Haven, Mich. 

Strefling, John L., from Benton Harbor, Mich., to 55 E. 
Washington St., Chicago 2, Ill. 


Trepel, Martin L., from Detroit, Mich., to 2153 E. Maple 
Road, Birmingham, Mich. 

Trimble, A. Andrew, from Grove City, Pa., to 514 W. Lyle 
Ave., College Park, Ga. 


Valeska, Joseph P., from 345 Cheney St., to 139 N. Virginia 
St., Reno, Nev. 


Wall, Irvin Franz, from Ontario, Calif., to 356 Pollasky St., 
Clovis, Calif. 

Walsh, Joseph A., Jr., from Collingdale, Pa., to Pontiac Os- 
teopathic Hospital, 50 N. Perry St., Pontiac, Mich. 
Ware, Eustace J., from 1442 University St., to 1800 W. Jef- 

ferson Ave., Des Moines 14, Iowa 
Weissman, Howard R., from Detroit, Mich., to 28671 Ply- 
mouth Road, Livonia, Mich. 
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immortals of chinese mythology : 


Ho Hsien-Ku 


This gentle maiden became an immortal by her 
unique diet of moonbeams and mother-of-pearl 


TODAY... 


this steroid of unsurpassed safety and effectiveness 
holds an enduring place in the medical armamen- 


tarium 


METICORTEN,® brand of prednisone, 5 mg. tablets. 


SCHERING CORPORATION *« BLOOMFIELD, NEW JERSEY 


You will soon receive in your mail a handmade, four-color 
three-dimensional figure of this Chinese Immortal, 


mounted and suitable for framing. 
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new and forthcoming 


Weyman, Arnold E., from North Hollywood, Calif., to 19143 


LIPPINCOTT BOOKS 


Marilla St., Northridge, Calif. 
Wilson, Everett E., from 932 Reibold Bldg., to 4119 N. Main 
St., Dayton 5, Ohio 


i. COSMETIC SURGERY: Principles and Practice 
Samuel Fomon, M.D. 651 Pages, 608 Illustrations. NEW 
1960. $27.50. 


2. TYPICAL GYNECOLOGIC OPERATIONS 


2nd Edition, 1960. $9.00. 
3. METAL BINDING IN MEDICINE 


4. AMERICAN DRUG INDEX 1960 


712 Pages. NEW, 1960. $5.75. 
5. NEW AND NONOFFICIAL DRUGS 1960 
$3.35. 


6. OCULAR VERTICAL DEVIATIONS AND THE TREATMENT 
OF NYSTAGMUS 
J. Ringland Anderson, M.D. 189 Pages, 60 Illustrations. 
1959. $8.50. 


1. EMOTIONAL FORCES IN THE FAMILY 
Samuel Liebman, M.D. (Editor). 157 Pages. 1959. $5.00. 


8. STRESS AND CELLULAR FUNCTION 
H. Laborit et al. 255 Pages, 61 Illustrations. 1959. $7.50. 


9. CLINICAL ORTHOPAEDICS SERIES 
Vol. 15 "The Hand, Part 2." Vol. 16 "The Foot" (Ready 
Soon). Issued three times a year. Single copies $7.50. 
Annual subscription $18.00. 


10. ROENTGENOLOGIC DIAGNOSIS IN OPHTHALMOLOGY 
Edward Hartmann, M.D., and Evelyn Gilles, M.D, 375 
Pages, 497 Illustrations. 1959. $15.00. 


if. MANUAL OF SKIN DISEASES 
Gordon C. Sauer, M.D. 269 Pages, 151 Illustrations and 
28 Color Plates. 1959. $9.75. 


12. THE PREPARATION OF MEDICAL LITERATURE 
Louise Montgomery Cross, M.A. 451 Pages, 80 Illustra- 
tions. 1959. $10.00. 


13. LEXICON OPHTHALMOLOGICUM 
217 Pages. 1959. $9.00. 


14. ESSENTIAL PRINCIPLES OF PATHOLOGY 
John W. Landells, M.A., M.B., M.R.C.P., F.Z.S. 278 Pages, 
16 Illustrations. 1959. $5.00. 


15. PRINCIPLES OF DISABILITY EVALUATION 
Wilmer Cauthorn Smith, M.D. 210 Pages, 2 IHustrations. 
1959. $7.00. 


16. ORTHOPAEDICS: Principles and Their Application 
Samuel L. Turek, M.D. 906 Pages, 600 Illustrations includ- 
ing 53 Plates in Color. 1959. $22.50. 


Siegfried Tapfer, M.D. 76 Text Pages, 168 Illustrations. 


Marvin J. Seven, M.D. (Editor). In Active Preparation. 


Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 


Council on Drugs of the A.M.A. 742 Pages. NEW, 1960. 


Wisterman, Howard E., from 309-11 Steiner Bldg., to 1735 
Lakewood Ave., Lima, Ohio 

Youngblood, G. D., from Socorro, N. Mex., to 3245 E. Broad. 
way, Tucson, Ariz. 


Applications for membership 


ARIZONA 
Wilburn, Ronald A., { Renewal) 2507 N. 32nd St., Phoenix 22 
Farnham, G. M., (Renewal) 803 Seventh St., Safford 


| CALIFORNIA 
Wiley, Kenneth W., (Renewal) 125 S. Gaffney, San Dimas 
| Pershing, Robert C., (Renewal) 369 W. Manchester Ave., Los 
Angeles 3 
Scheppers, Catherine E., (Renewal) 9117-19 S. Western Ave, 
Los Angeles 47 
Sylvester, John H., (Renewal) 2007 E. Seventh St., Los An- 
geles 21 


COLORADO 
Palmer, Lawson F., Jr., (Renewal) 428 18th St., Denver 2 


FLORIDA 
Miller, James Wayne, (Renewal) 400 N. W. Fifth Ave., Fort 
Lauderdale 


| KANSAS 
| Carrico, Elbert C., (Renewal) 601 E. Court St., Beloit 


KENTUCKY 
Robertson, C. H., (Renewal) Robertson Osteopathic Clinic, 
515 Daviess St., Box 229, Owensboro 


MASSACHUSETTS 
Bowlby, George W., (Renewal) 9 Jason St., Arlington 74 
Parsons, Gordon S., (Renewal) Ocean St., Box 666, Marsh- 
field 
Summers, Arthur W., (Renewal) 33 Kirkland Circle, Welles- 
ley Hills 81 


MICHIGAN 
McOmber, Laurence E., (Renewal) 1132 Washington St., 
Grand Haven 


NEW MEXICO 
Sorensen, Niels L., (Renewal) Santa Fe Osteopathic Clinic, 
1301 Luisa St., Santa Fe 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pennsylvania 


Please send me the books the numbers of which are 
circled below: 


Charge 
JAOA—3-60 


© Convenient Monthly Payments 


Payment Enclosed 


NEW YORK 
Hyman, Howard H., (Renewal) 163-03 22nd Ave., White- 
stone 57 


OHIO 
Storey, Hyde H., (Renewal) 409-10 Union Savings & Trust 
Bldg., Warren 


PENNSYLVANIA 
Haines, Herbert W., (Renewal) 214 N. Jackson St., Media 

Caruso, Frank V., (Renewal) 1521 S. 13th St., Philadelphia 47 
Claus, Anton H., (Renewal) 731 Vernon Road, Philadelphia 
19 


TEXAS 
Rhodes, George V., (Renewal) 1327 W. Magnolia Ave., San 
Antonio 1 
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UROLITIA 


Soothes... 
BURNING URINATION 
CLEARS 


Infected Urine 


Urolitia rapidly controls E. Coli, S. 
Albus and S. Aureus infection. Its 
soothing action is due to the prompt 
release of Triticum and Zea extrac- 
tives by the kidney into the inflamed 
bladder. Urolitia is bacteriostatic, 
bactericidal, non-toxic, does not 
produce drug fastness, provides 
simple dosage and is safe and eco- 
nomical for long term therapy. 

It is especially useful for elderly 
patients with residual urine due to 
cystocele or enlarged prostate, in 
whom permanent sterilization of 
the urine cannot be expected. Uro- 
litia contains no dyes. 

Urolitia is very often used in pre- 
scriptions in combination with one 
or more other drugs, such as Tinc- 
ture of Belladonna, etc. 


Urolitia—each tablespoonful contains: 


5 gr. 
Sodium Benzoate................... 2 gr. 


In a soothing, demulcent menstruum 
of Triticum and Zea. 


Dose: 1 Tbs. in 4% cup warm water 
¥, hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 
We will gladly send you samples of Urolitia, 
some proved prescriptions and literature. 


Borcherdt Company 


| BORCHERDT COMPANY u 
| 217 N. Wolcott Ave., Chicago 12, Ill. 
Gentlemen: Please send me samples 
| of Urolitia and literature. 
| . 
| 
| 


D.O. 
Address 
City 
Zone State 
A-233 


| 
| 
| 
i 
| 
| 
| 
| 
| 
| 
) { 
| 
| 
| 
y 
| 
| 
| 
fe 
| 


in the formula base has obvious advan- 
tages to the physician, who must decide 
what each infant needs, and when changes 
are indicated. An evaporated milk formula 
is a prescription formula, permitting the 
physician to adjust 


... the type and amount of carbohydrate 


... the degree of dilution to required 
strength 


Evaporated milk is the formula base 
proved successful by clinical experience 
... for 50 million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended 
when cow’s milk is fed to babies 


Added vitamin D in required amounts 
Maximum nourishment—minimum cost 


to parents © 1959 


PET MILK COMPANY, ST. LOUTS 
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tablets deanol acetamidobenzoate 
Improves night-time restoration and day-time performance 


e Gradually prepares patient to awaken better rested and 
more alert 

...permits sounder sleep 
..-lessens sleep requirements 


e Increases daytime energy 


e Counteracts mild depression 
...acts to stabilize emotionally disturbed patients with 


or without concomitant disease 


e Useful in treating children with learning defects and behavior 
problems...lengthens attention span 


e Unlike monoamine inhibitors. It is not necessary to monitor 
Deaner’s administration with repeated laboratory 
tests...Deaner may be given with safety to patients with 
previous or current liver disease, kidney disease or 
infectious diseases. 


*Deaner’ is supplied in scored tablets containing 25 mg. of 
2-dimethylaminoethanol as the p-acetamidobenzoic acid salt. 


chronic fatigue and many other emotional and behavioral problems Rik 
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Literature, file card and bibliography on request 
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is the tasteless 
cough controller 


The problem of taste, which can be a 
hindrance to effective cough therapy, 
simply does not exist with Tessalon perles. 
There is no gagging, no refusal, no delay- 
ing, no “cheating”— because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 21/2 times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, controls cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perlesinsure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles are easy to swallow, easy to carry 
in pocket or purse. 


suPPLiED: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. 

* Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 
(Sept. 15) 1957. ; SUMMIT, N. J. 
TESSALON® (benzonatate CIBA) 
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